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Introduction to the Portfolio
This Portfolio consists of a selection of the work that has been carried by 
me in partial fulfilment of the Practitioner Doctorate in 
Psychotherapeutic and Counselling Psychology course at the University 
of Surrey. The Portfolio consists of three dossiers: academ ic, therapeutic 
practice, and research. These three dossiers convey to the reader 
some of the learning that was taken place by me during the three 
years of the course in terms of theories and issues engaged with, 
clinical experience reflected upon, and the research conducted.
The introduction is intended to provide the reader with some 
clarification about who I am in terms of background and interests, and 
how I see the link between this and the issues and arguments 
presented in the components of this Portfolio.
As will become clear from my name I am not English. In fact I was born 
in Israel to parents who immigrated to Israel from Eastern Europe. I also 
spent seven years in Italy in my twenties. An important part of my 
background stems from the fact that my father was a Holocaust 
survivor and that I was the first born and my name is the translation into 
Hebrew of the name of his mother who lost her life in Auschwitz.
I was surprised, and in a way relieved to discover, that being Jewish or 
an offspring of a Holocaust survivor was not mentioned as an example 
of being an ‘other’ , while studying this module in University (in the same 
way that race, sexual orientation, or handicap was). Maybe this is a 
welcome development, confirming that anti-Semitism is no longer an 
issue. I however always felt that my Holocaust background was 
significant in the making of who I am, and I was hoping to be able to 
conduct some research on this topic. The course provided me with an 
opportunity to research this topic, and this is the topic of the research
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presented in the Research dossier of this Portfolio. I chose to focus on 
the transmission of trauma within the mother-daughter dyad, which is 
different to my own (father-daughter dyad), because I wanted to 
explore the specificity of trauma transmission compounded by the 
possible effects of a period of physical symbiosis (pregnancy and 
nursing,) and gender identification. I also thought that I would be 
better equipped to process material that was not entirely recalling my 
own situation.
The other effect of my background is that due to the multiple 
influences of different cultures I was exposed to, I can not identify 
completely with any specific nationality or religion or race. I see the 
strengths and limitations in social groups and find it relatively easy to 
relate to people as individuals.
As I am writing these lines, the news flows in about the War between 
Israel and the Hezbollah. I feel worried about my parents who are 
being bombed in Haifa, but I am also mortified to hear that innocent 
people are killed in Lebanon.
While this is not directly discussed in the Therapeutic Practice dossier, I 
feel that this quality is essential to the way I see myself as a person and 
as therapist. Part of what I try to bring to the consulting room is the 
legacy of survival and the belief in consciously trying to repair and 
increase ‘wellbeing’ in the world. I feel that the way I internalised my 
family’s history of loss, re-location, suffering but also endurance, made 
me hopefully more determined and able to be literally a ‘helping 
professional’, empathise with people as human beings, and be 
relatively free from the tyranny of stereotypes and prejudice. I would 
like to believe that this attitude will make me able to work with
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members of the rich human tapestry of a cosmopolitan city like 
London.
I decided to apply for the training in my forties. Despite working as an 
honorary psychotherapist in a Psychotherapy clinic for a number of 
years and reading a lot, I have been mostly a mother and a housewife 
for the 15 years prior to this moment. Furthermore, my University degree, 
completed in Italy, required mostly passing exams, and I was not aware 
of my ignorance in the skills needed in order to produce coursework. In 
short, I was not familiar with the demands of academ ic writing. I was 
not familiar with the latest technology (computers) either. Embarking 
on this training despite all these challenges was my statement towards 
the challenge that I was faced with by my own middle age. Some 
further exploration into this lifespan challenge is covered by my first 
essay that looks into Erikson’s construct of ‘generativity versus 
stagnation’ challenge in mid life.
Psychology and psychotherapy are verbal disciplines, and I fully 
appreciate the contribution of words to the clarification and structuring 
of feelings and thoughts in both spoken and written forms. Together 
with this however, I am aware of the limitations of words and of the 
incredible richness and subtleties that are conveyed in nonverbal 
communication. This is particularly salient in psychodynamic practice 
where more emphasis is placed on silences and rarefied slow 
interactions. My second essay explores the nonverbal aspect of 
communication that takes place in the consulting room, from a 
psychoanalytic perspective.
The third and final essay is looking at the conceptualization and 
treatment of destructive anger as seen through the prism of Cognitive 
Behavioural Therapy model. The opportunity to co-run a group for the
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treatment of ‘anger management’ provided me with the stimulus to 
search the literature on this topic, and also to apply clinical techniques 
to help members of the group to deal with their anger problems. My 
personal take on this is that like many children of Holocaust survivors, I 
was quite estranged to my own anger and definitely to the expression 
of it. The reason for this was that there was an unconscious 
communication from my father that anger was not allowed, because 
to be angry made us similar to the Nazis. So in a way, my link to the 
problem of anger was that I had ‘no anger’ and found being assertive 
difficult. I becam e aware of this repression and more able to 
experience conscious anger while in analysis.
I will now describe the purpose and content of the three dossiers that 
this Portfolio contains:
Academic Dossier
The academ ic dossier contains three essays. While these three essays 
do not intend to cover all the learning accomplished during the three 
years of my training, I think that they represent three domains of 
learning that were useful and informative to my growing psychological 
knowledge.
Essay 1 deal with theories related to ‘lifespan issues’ (in this particular 
case Erikson’s ideas on the challenges faced by women in mid life), 
and how they compare with the knowledge obtained by research on 
this topic. This search for theoretical information scrutinised by testing 
(theories), provided me I believe with an important dimension of useful 
learning.
The second essay represents a different kind of learning: in fact it 
focuses on the non-verbal communication in the consulting room,
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explored from a Psychoanalytic perspective. This is a kind of more 
holistic learning that relies on developing sensitivities, attention to 
nuances and the capability to notice subtle cues. I found this kind of 
learning an important channel of perception and analysis, despite 
being less obvious than the more explicitly cognitive one.
The third and last essay is dealing with more specific, practical, and 
theory driven learning. More specifically it focused on the 
conceptualization of anger and application of treatment for 
destructive anger from a CBT perspective. This kind of learning 
represents ‘evidence based’ knowledge, and contains specific 
theories that were developed in order to understand and treat specific 
presenting problems. While this kind of knowledge is not universally 
applicable or useful, I found it to be an important reservoir of 
informative ideas and techniques.
Therapeutic Practice Dossier
This dossier is meant to provide the reader with an idea of my activities 
as a practitioner during the last three years. While the real flavour of a 
session can not be recreated once it’s over, describing the 
Placements, the kind of clients seen, supervision and some idea about 
my activities and responsibilities, might help the reader to get some 
idea of the settings which were ‘the stage’ on which therapy took 
place.
The main focus of this dossier is provided by my ‘Final Clinical Paper’ . In 
this paper I have tried to describe the background to my decision to 
train as a Counselling Psychologist. I also reflected on my experience in 
each Placement, how I negotiated new models and what I have been 
able to assimilate from the different models, settings and supervision 
styles that I was exposed to. This paper also provide the reader with
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some idea of my sense of idenfify as a practitioner at present, and how 
I see myself developing in the future.
In order to help the reader get some sense of my practice, The ‘Final 
Clinical paper’ discusses examples of clients that I found particularly 
typical or interesting or challenging in each of the three years and 
invites the reader to contemplate my strengths and weaknesses in my 
therapeutic engagement with them. I would like to specify here thaf as 
already mentioned in the ‘Statement of Anonymity’ all clients were 
given pseudonyms and all information that could disclose the identity 
of a person or an institution was changed.
Research Dossier
The Research Dossier contains three independent reports on Holocaust 
trauma transmission. While they were written as three separate journal 
articles, there is a logical evolution in the way they developed, and in a 
way they could be seen as three stages of the same enterprise.
I was surprised to discover how extensive the published literature on this 
topic was and that much was written by people like me in the sense 
that they were ‘second generation’ (children of Holocaust survivors). Is 
this some sort of collective sublimation of the effect of trauma 
transmission? I know that researching this topic was emotionally difficult 
for me, but was also one further step on the road to recovery across 
generations.
I often asked myself whether the experience of conducting research 
on this topic would have been any different had I studied in Israel.
There is no way to know of course, but I assume that being away and 
out of ‘cultural immersion’, was protective and made engaging with
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such a painful topic possible. I also think that because I was ‘AWAY’ I 
could think about this topic from a more objective perspective.
The research dossier consists of both Qualitative and Quantitative 
research methods and 1 enjoyed applying both and found both useful 
in different ways.
The three dossiers are presented next, all prefaced by an introduction 
in order to outline the content of the elements that are included for the 
benefit of the reader.
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ACADEMIC DOSSIER
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Introduction to Academic Dossier
The academ ic dossier contains three essays that I have selected from 
the ones written during the time of my training.
The first essay is entitled: ‘Erikson & Erikson (1981) saw the major 
developmental issue in mid-life in terms of generativity versus 
stagnation. Consider the ways in which women in mid-life might 
respond to this ‘generativity versus stagnation’ challenge. How might a 
Counselling Psychologist work with women who are experiencing this 
challenge?’
This essay looks into Erikson’s understanding of the psychological 
dynamics common to women in mid life. I then compared his idea of 
the challenges women face during this time in their life, to the picture 
that emerges from some modern studies carried on women who are 
facing this period in their life. I am arguing in this essay that Erikson’s 
theory was not always able to provide a useful understanding of the 
situations and conflicts faced by these women. I also propose a 
potential alternative way of understanding the processes that women 
might experience in mid-life.
The second essay is entitled: ‘Psychoanalytic exploration of non-verbal 
communication in the consulting room ’.
In this essay I try to check whether there is evidence for the 
effectiveness and importance of what can be communicated through 
non verbal means within the consulting room. This essay was written 
from a psychoanalytic perspective and tries to differentiate between 
various levels of nonverbal communication, looks at non verbal 
communication of both therapist and patient and also argues that 
some psychosomatic illnesses can be understood as unconscious non
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verbal communication. Vignettes to illustrate the points made are 
provided.
The third and last essay is entitled: ‘How does CBT understand and treat 
destructive anger? Illustrate the challenges to the therapeutic 
relationship with examples from your own practice’
This essay was written from a Cognitive Behavioural perspective. In it I 
look into the clinical phenomena of destructive anger which is when 
anger (a normal emotional response) happens too often, lasts too long, 
spoils relationships, leads to violence or is interfering with good health.
In this essay I discuss the anger profile as it emerges from the cognitive 
behavioural literature. I also explore some of the models that were 
offered in order to theoretically explain how destructive anger 
operates, and then I describe strategies that were suggested by some 
cognitive authors in order to alleviate this problem. Vignettes to 
illustrate the unique challenges presented by clients who are 
destructively angry, are provided, taken from my case load of 
individual work and the ‘anger management group’ I co-run as part of 
my third Placement.
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ESSAY 1
ERIKSON & ERIKSON (19811 SAW THE MAJOR DEVELOPMENTAL ISSUE IN 
MID-LIFE IN TERMS OF ‘GENERATIVITY VERSUS STAGNATION’. CONSIDER 
THE WAYS IN WHICH WOMEN IN MID-LIFE MIGHT RESPOND TO THIS 
‘GENERATIVITY VERSUS STAGNATION* CHALLENGE. HOW MIGHT A 
COUNSELLING PSYCHOLOGIST WORK WITH WOMEN WHO ARE 
EXPERIENCING THIS CHALLENGE?
INTRODUCTION
Erikson is closely associated with the view that development is a lifelong 
process (Gross, 1996, p.598). He also had a clear idea about the tasks 
people face during their middle age years. This essay looks into 
Erikson’s understanding of the psychological dynamics common to 
women in mid life. These are then compared with the picture that 
emerges from some modern studies carried out on women during this 
time. Following a short review of Erikson’s theory, some of the potential 
conflicts women in mid life might find themselves struggling with are 
illustrated. These conflicts start from the relatively benign ones to the 
more serious difficulties: the response of women to their children 
leaving home; the need to consolidate an identity while struggling with 
other competing tasks; the choice of avoiding challenges and opting 
for a ’happy stagnation’ and its potential risk; the shadow side of being 
a carer; and a failure to deal with emotions in a healthy way as well as 
what constitutes ‘recovery’. I am arguing that Erikson’s theory was not 
always able to provide a useful understanding of these situations and 
conflicts. A criticism of Erikson using the findings of Carol Gillian is 
mentioned and a proposition for a potential alternative (no stage 
theory) way of understanding the processes that women might 
experience in mid-life is offered. A section on recommendations for
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practice  with wom en of this age is also included.
ERIKSON’S VIEW ABOUT MID LIFE
Erikson’s theory of psychosocial development is epigenist in the way 
that it is based on an embryological principle and maintains a fixed 
pattern of development dictated by a genetic structure and common 
to all humans (Gross, 1996). He believed that the interaction between 
the individual and the social environment produces eight psychosocial 
stages, each of which centers around a developmental crisis. Each 
stage is thus negotiated through a complex interaction of biological, 
psychological and social factors that accom pany an individual’s 
progression through life. A crisis point according to Erikson is where 
development must move either in the direction of strength and vitality 
or alternatively in the direction of weakness and dysfunction (Hoare, 
2002).
The challenge people have in mid life was named by Erikson 
generativity versus stagnation . The term generativity was originally 
used in the context of the establishment of the next generation. In a 
later softening of his position however he no longer maintained that 
one must have children in order to be generative (Hoare, 2002). Erikson 
(1963) suggested that generativity has relevance to everything that is 
created from generation to generation. He subsequently developed 
his theory of adulthood as the critical antithesis of generativity (which 
encompasses procreativity, productivity and creativity) versus self­
absorption and stagnation (Erikson, 1982). It is this wider definition that I 
have adopted for the purposes of this essay within which generation 
can be applied to new beings as well as to new products, new ideas, 
and a kind of self-generation concerned with further identity 
development. Erikson suggested that where such enrichment (i.e. 
generation) fails altogether, stagnation and interpersonal
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impoverishment sets in. This idea is reported by Gross (1987) who talks 
about the stagnant person as someone who is self centered, and over­
concerned with their own self and health. In this way Erikson cam e to 
conceptualize generativity as a sublimation of genital sexuality and its 
pathological absence as narcissism which reflects a needy self love 
(Hoare, 2002). Failing to develop the capacity to determine who to 
care for, ’no generative’ adults turn on others as a form of outward 
rejection and against themselves in inner self rejection (Erikson, 1980, 
cited in Hoare, 2002). Erikson thought of the virtue of ’care’ as 
emerging from a healthy resolution of this conflict. Thus it manifests as a 
growing commitment to take care of persons, products or ideas that 
one cares for. He further suggests that care is an instinctual and natural 
response evoked by helplessness (Erikson, 1982).
WAYS IN WHICH WOMEN IN MID-LIFE MIGHT RESPOND TO THIS 
‘GENERATIVITY VERSUS STAGNATION’ CHALLENGE
Various studies focused on the response of women to their children 
leaving home. Early studies (Bart, 1971, cited in Prozan, 1993) talk about 
the frequency of depression in middle aged women on first 
hospitalization. Bart concluded that most of them were affected by 
their children leaving home. This study pointed out the potential 
dangers to women in focusing on motherhood as the only meaning in 
life. Subsequent examination of these women however, emphasized 
the pathological symbiosis between them and their children as the 
cause for their feelings of emptiness when their children left (Prozan, 
1993, p.443). More recent research on the subject by Rubin (1979, cited 
in Prozan, 1993) revealed a different attitude towards the ‘empty nest’ 
among American women who were actually relieved to have more 
time for them when their children left home. Thus the women in mid-life 
who suffered from the ’empty nest’ syndrome were those who lost 
themselves in the process of child rearing and experienced an identity
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crisis when the children left. Most women in Rubin’s study were sad 
when their children left but not depressed.
These findings are supported by Durkin’s research. (Durkin, 1995, cited 
in Gross, 1996, p.611). He found that most women did not find their 
children leaving home very distressing. On the contrary, many found 
the end of childrearing responsibilities liberating and welcomed the 
new opportunities for a closer relationship with their partner, personal 
fulfillment through work, education etc.
Arnston (1978, cited in Prozan, 1993, p.445) argues that some women 
experience a crisis in mid life because unlike men, they must defer 
identity consolidation until middle age. This was particularly true for the 
group of ’home makers’ (one of four groups Arnston devised and 
studied), that in her view found it particularly difficult to grow as 
autonomous human beings during the years of raising a family and 
attending to the demands of others. The domestic role did not provide 
these women with a positive self image due to the message of the 
feminist movement that depreciated their previously respected role. 
They expressed the need to assert themselves and find self-fulfillment 
and personal enrichment through work. The other groups of women in 
her research (early professionals, late professionals and super 
volunteers) all had their relative difficulties: the early professionals felt 
guilty for not bringing up their children or choosing not to have them, 
the late professionals were not able to develop their careers properly 
and the super volunteers felt frustrated about not doing ‘something 
real'. Arnston concluded that "there is no free lunch when it comes to 
wom en’s choices"(Arnston, 1978, cited in Prozan, 1993, p. 449). There 
were however gains and losses in each of the four choices.
It is interesting to notice that some models (see lifespan model of 
developmental challenge as proposed by Hendry & Kloep, 2002)
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suggest a state of a ‘happy stagnation’ where women in mid-life might 
be happy with the quality of life they are having. They operate within a 
well known well mastered set of circumstances and are trying to avoid 
challenges or changes that are too demanding. While this way of 
operating does not help these women to develop or increase their 
‘pool’ of resources they are able to conduct an effective and 
contented life. These women are however at risk of potential future 
challenges which might demand better resources than what they have 
available.
Many women in mid-life find themselves taking on caring roles for 
disabled or elderly relatives. This decision might not be conscious but 
may follow a sense of duty.
Barnes and Maple (1992) talk about the perception of women as 
carers, by society and by themselves. They talk about women who 
manage everything and everyone at considerable cost to their own 
needs and how unable they are to ask for help for themselves. The 
authors object to seeing women as informal carers, and think of their 
needs in relation to being a caregiver only. They talk about the stresses 
associated with this role. The women in their study were often 
depressed and were often put on tranquillizers rather than helped to 
understand the loss they were experiencing when the person they 
cared for died. The authors refer to Bowlby’s conviction that much 
psychiatric illness has to do with pathological mourning (Bowlby, 1980, 
cited in Barnes & Maple, 1992, p.81). They argue that women who see 
themselves as mostly carers risk becoming ill as a result of the pressure. 
Furthermore, the death of the person they were caring for often did not 
seem to liberate them but instead left a gaping hole in their lives from 
which they found it difficult to recover.
Paris and Bradley (2001) published a qualitative research study of three
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middle aged women suffering from alcoholism. In trying to understand 
why women turn to addictive drinking, they refer to Covington and 
Surrey ( 1997, cited in Paris & Bradley, 2001, p.649) who suggest that 
many women begin to abuse alcohol in order to make or maintain 
connections through which they can feel loved or loving. The women 
in the study were not capable of generative caring before their 
recovery from alcoholism. In the same paper Brown’s model (Brown, 
1985, cited in Paris & Bradley, 2001 p.650) provides a theoretical bridge 
for understanding the process of psychological renewal for alcoholics. 
He talks about recovering alcoholics becoming more generatively 
caring toward others as a result of their recovery. This generative self­
extension to others could involve repairing relationships that were 
dysfunctional during their alcohol dependence (as was the case with 
one of the participants who was keen on repairing the relationship with 
her daughter) or the mentoring of others struggling to achieve sobriety. 
The other important lesson of this study is however that recovery meant 
different things for each woman: work and independence for one, a 
family- like context for another and a stable relationship for a third.
HOW MIGHT A COUNSELLING PSYCHOLOGIST WORK WITH WOMEN 
EXPERIENCING THIS CHALLENGE?
Some women find their children leaving home very distressing. In 
Erikson’s language they cannot find an alternative way of being 
generative once the most obvious way of caring comes to an end. 
Prozan (1993) makes use of a feminist analysis of wom en’s lives and 
advocates the promotion of the wom an’s capacity to take active 
charge of her life, make decisions about her future and achieve goals. 
She sees life-affirming decisions as particularly important in times of 
transition in preventing feelings of helplessness and depression. Some 
CBT strategies might be particularly important here.
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Women struggling to consolidate an identity while coping with other 
competing tasks highlight the fact that Erikson’s view of the role and 
nature of relational themes was narrow and andocentric (Enns, 1997). 
Erikson noticed that women were often gifted with intimacy but was 
troubled by the fact that many women did not establish a strong 
independent self during early adulthood. Nortman and Nadelson 
(1982, cited in Prozan, 1993, p.465) believe that the life stages of Erikson 
do not work in the same sequence for women. In the case of women, 
an integration of autonomy and care persists through the stages of 
autonomy, identity, intimacy and generativity. Thus women may be in 
different role patterns and phases at different times because of the 
particular circumstances of their lives (realities such as parenting work 
and marriage). Women’s identity and autonomy issues may be 
resolved only partially in early adulthood and then returned to later on 
for example when their children are grown. In terms of practice I think 
that these women will benefit from a Humanistic or Narrative approach 
that will explore with them the particularities of their unique 
circumstances.
Women who opt for a happy stagnation might find themselves in 
trouble when circumstances change unexpectedly and the resources 
required exceed the ones in their pool. In that case they might benefit 
from acquiring some new CBT strategies that will provide them with a 
richer pool of resources to cope with the new challenge.
Barnes and Maple (1992) insist on the need for women who have been 
carers to learn to claim their share of care from others. These women 
are in the paradoxical situation of stagnating because they have been 
in a way over generative and, in some cases they need to learn how to 
find their way into the outside world again, in other words, becom e 
‘visible’ again( Barnes and Maple, 1992). In many cases these women
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need to go through proper grief counseling before they can move on.
Brown’s (1985, cited in Paris & Bradley, 2001, p.649) developmental 
model of alcohol recovery is similar to Erikson’s (1963) notions of adult 
development as it involves progressive life tasks. In both theories, each 
stage is built on the completion of prior tasks. Both involve the 
movement toward greater interaction with the community as well as 
individual integrity. The recovery from alcohol dependence at the end 
of a successful substance misuse therapy helps the patient in 
completing missed developmental milestones. The picture however of 
a recovered ex-alcoholic is not unanimous and not for all of them 
generativity feature as an important outcome.
CONCLUSION
This essay explored the relationship between the way Erikson 
conceptualized the development of women in mid life and the way 
they experience their struggles during this stage. While Erikson’s 
concepts are generally helpful in thinking about adults, this essay 
argues that they miss the subtleties of wom en’s experience during this 
period in their life. As shown before, not all women find their children 
leaving home distressing (the end of generativity is well tolerated if they 
have other interests); lots of women are busy consolidating their 
identity well after the allocated time in Erikson’s theory and their 
generativity might interfere with the development of an independent 
identity. Some women actually manage to be generative only if their 
lives happily stagnate; and for others a caring attitude gone too far 
ends in becoming the reason for their stagnation. Finally some people 
lack generativity when having an alcohol problem and while some of 
them becom e generative on recovery, others do not. The reason for 
these discrepancies stems in my view from Erikson’s lack of 
understanding of the female experience. Of particular relevance is
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Gilligan’s suggestion (1982), namely that unlike men, women consider 
issues in terms of relationship, attachm ent and the moral voice of care 
Because intimacy is so important to women, their identity might 
develop at a later stage. This might account for the fact that a stage 
theory of development like that of Erikson is not perfectly suited to 
account for the development and conflicts of women in mid-life and 
an approach that explains adult development in terms of the im pact 
of critical life events ( Gross, 1996,p.598) might be more appropriate.
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ESSAY 2
PSYCHOANALYTIC EXPLORATION OF NON-VERBAL COMMUNICATION IN 
THE CONSULTING ROOM.
INTRODUCTION
The old Cartesian split between mind and body has permeated the 
attitude of psychotherapy as well as medicine.
Psychoanalysis has privileged the role of language when thinking 
about the structure of the mind and in treating patients. By privileging 
the mind over the body, the creativity of body language failed to be 
recognized (Meyers, 2004).
What can we as therapists learn from observing our patients’ gestures, 
posture, facial expressions, silences, voice, and manner of entering and 
leaving the room? How important is it at all?
McCay et al. (1973) compared deaf and non deaf subjects and found 
that they did not have a significant difference in terms of 
psychopathology. The importance of these findings is that despite 
being denied verbal interaction with others, deaf children develop into 
relatively normal adults. This is overwhelming evidence to the important 
role that non-verbal language has in affective development. Another 
study that supports the importance of nonverbal communication is 
provided by Walsh (1968). He found that people in his study responded 
to the tone of voice and facial expressions more than to the meaning 
of words, when these two were incompatible. This convinced Walsh 
that we are more affected by non-verbal messages than by verbal 
ones. Body communication is often perceived only in a subliminal way. 
For this reason, the message conveyed by non-verbal communication 
is so powerful. It can rarely be controlled in the same way that verbal
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communication can. This makes non-verbal communication such a 
rich source of unconscious and affective material (McCay et al. 1973).
While a lot was said about the use of verbal communication in the 
consulting room, less was written about the non-verbal 
communication, which as shown above is immensely important. I 
would like to make this the focus of interest in this paper. While 
acknowledging the difficulties in agreeing on the language to use 
when describing various models, I am going to use the terms ‘therapist’ 
and ‘patient’ throughout the text for the purpose of simplicity. Also the 
term ‘psychoanalytic’ will be used in its broadest general sense, 
meaning everything that comes under the broad umbrella of 
psychodynamic theory and practice. In trying to explore this topic of 
non-verbal communication and highlighting its richness and 
importance, I will make a distinction between ‘body talk’ and ‘body 
language’, explore non-verbal language from the point of view of 
patients and then of therapists, and look at the area of psychosomatic 
phenomena. I will end with a brief note about alternative models of 
therapy that focus on the body more directly. Some vignettes are 
provided, in order to illustrate the creativity hidden in non-verbal 
communication.
THE DIFFERENCE BETWEEN ‘BODY TALK’ AND ‘BODY LANGUAGE’
Wiener (1994) describes ‘body talk’ as a primitive mode of 
communication that predates actual talking, thinking, and reflecting. It 
is hypothesized that body talk in adulthood, is a consequence of bad 
fit in the preverbal communication between mother and baby. If this 
early mode of communication persists, it can become a substitute for 
talking, thinking and reflecting and it suggests the kind of early 
fundamental split between body and mind, which brings to mind the 
term psychosomatic. ‘Body language’ on the other hand, is an
29
essential and unique component in every patient’s communication 
about him/herself. It may be seen as complementary to, rather than a 
substitute for talking, thinking and reflecting.
If early relating is good enough, body language should develop out of 
body talk. With body language there is in Weiner’s experience, less 
evidence in the counter transference of the kind of discomfort or 
dissonance between what the patient is saying and what they are 
conveying with their body, than there is in the presence of body talk. 
Weiner finds it helpful to think about three different though overlapping 
forms of bodily communication from patients which can be viewed as 
a continuum. Firstly, there are a patient’s gestures, movements, way of 
speaking, and ways of wearing clothes which are to do with his/her 
characteristic way of being. Secondly, there is body language which is 
about the here and now of the session, and of the transference (a 
sudden blush, a stomach rumble). These are 'live happenings’ in the 
room, and betray areas of feeling or anxiety which reflect the nuances 
of the therapeutic relationship. Finally, there are patients who bring 
actual somatic illness into the consulting room (psoriasis, bouts of 
respiratory tract infections). For these latter patients, the illness or 
somatic explosion might, according to Weiner, protect them from 
emotional experiences which feel life-threatening. The subjective 
experience of their body at that time might be that of dissociation and 
the use of body in sessions might be unconsciously intended to keep 
the therapist at bay).
Vignette
Mohamed is of Indian origin. He suffers from many psychosomatic 
problems and one of them is a bad back. He needs a special chair to 
sit on and complains a lot about not being able to sit straight or work. I 
understand it as ’body talk’ and think his unconscious message is about
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how broken he feels and how impossible he finds standing erect in front 
of life and its demands. He is also often discharges some pungent smell 
that I find offensive, but think that it is probably acceptable in his 
culture to eat certain foods and have certain smells and that it will be 
inappropriate to find unconscious meaning in his smell. I think of it as 
part of his ’body language’.
PATIENT’S COMMUNICATION
Psychodynamic treatment provides unique opportunities for observing 
transference expressed in body language and body talk. There are 
endless aspects to the potential non-verbal communication of patients 
that can be considered. Among these a difference between what the 
patient conveys verbally and by his body language or body talk is of 
an obvious interest:
Sidoli, (2000) describes one of her patients whose body sat stiffly in his 
chair, while his words flowed endlessly, as if intent on leaving no empty 
spaces during which he might catch a glimpse of his own distress. She 
was struck by the difference between the animation in his voice, and 
the lifeless rigidity of his limbs. This led Sidoli to her first glimpse of the split 
in him that she was otherwise in danger of missing.
Anthi, (1986) talks about the importance of observing the posture and 
movements of the patient on the couch. Body-based symptoms could 
be seen as information about the patient’s unconscious fantasies that 
have shaped his/her body image. The patient she presents was lying 
on the couch on his left side only. This was because he felt compelled 
to present his right, better body half only, to other people, as he 
associated his left body half with something bad. Re-constructive work 
disclosed that he experienced a certain asymmetry of his testicles as 
an alarming sign of the left testicle being defective. His compulsive 
need to present his right body side, proved to be a defensive 
maneuver unconsciously intended to conceal his ‘castrated and
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effeminate left body half’ .
Wrye, (1996) comments on patients who enact the transference by 
bringing ‘things’ or ‘voicing particular demands’ in the session: he 
highlights the fact that such communications often occur at a moment 
of stalemate in the treatment. In his view this should be seen as an 
evidence of something primitive, preverbal, and maybe even terrible, 
that was going on and could not be talked about, or perhaps even be 
named, by either patient or therapist. In those circumstances, the only 
way to bring it into the room was by enactment. Such actions (like 
asking to lie on the floor, or put something in the fridge, or bring a 
cassette for the therapist to listen to later on his own), tend to strain 
therapeutic neutrality. Wrye warns us about reacting rather than 
reflecting in such situations, which will not be in the best interest of the 
therapeutic process.
Gedo, (2000) talks about the appearance of long silences in the 
session. He thinks of it as profoundly significant events. Gedo thinks that 
it sometimes need to be thought of as the indication of something from 
the past being relived by the patient in the present. Another kind of 
silence is typical according to Gedo to the terminal phase of successful 
therapy, and has a comfortable sweet and meditative counter 
transference feeling attached to it.
Coltart, (1991) referred to ‘the silent patient’ , who speaks for less than 
ten percent of the therapeutic time available to him/her in the session. 
Coltart sees this therapeutic situation as potentially offering special 
gratifications for both therapist and patient. She thinks that because of 
the rarefied climated there might be an opportunity to better take-in 
information through every sense: hear, smell, see and savor everything 
that is being felt or perceived.
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Vignette
Oliver always put his coat on the back of the chair that faces the 
computer on the desk. When he comes for his last session with me he 
puts his coat along a surgical bed behind his chair. He keeps stroking 
his cheek and looks very lost and sad. While being able to carry a 
sensible verbal exploration of what he feels he gained from therapy, I 
am struck by his non-verbal messages and point to him that he does 
look lost and would maybe like to be comforted and supported. He 
readily endorsed this, allowing us to share all the difficult feelings of 
saying good-bye.
THERAPIST’S COMMUNICATION
Several therapists talk about what can be non-verbally communicated 
by therapists to their patients, and also what can be perceived and 
communicated within the inner world of the therapist and enrich the 
therapeutic process.
Blechner, (2001) talks about Szalita’s contribution in relation to how the 
therapist can lower the anxiety level of the patient, by his/her general 
attitude and body language. Taking further Sullivan’s (1973) idea about 
anxiety that can be contagious from one person to another, Szalita 
observed that lack of anxiety can also be contagious. She felt that the 
therapist’s calm but alert and interested presence sets the stage for the 
psychotic patient to come out of his paralyzing anxiety (Szalita, 1958).
In an article on the intuitive process in work with schizophrenics (Szalita 
et al., 1955) she talks about her visual images and affects and how she 
lets them emerge while listening to a patient. She talked of ‘presence’, 
the therapist fully there as aware as possible of inner experience and 
choosing how and when to intervene. She called these different 
reactions and sentiments that may appear in the body of the therapist
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as a result of a sympathetic understanding of the patient, ’body- 
em pathy’ and said they could also be understood as a sort of bodily 
experienced counter transference.
Sidoli, (2000), observes that with certain patients presence and facial 
expression are more important than any actual words. Also things like 
the tone of voice, the degree of light in the room, the temperature, 
and other minute details. Like Szalita, Sidoli used her intuition and body 
sensation, to reach the most profound levels of disturbance in her 
patients. She believed in her own unconscious processes in relation to 
her patient, and on many occasions describes the fantasy that she 
allows to arise within her, in response to the patient.
Body language covers occasional physical gestures and token touch 
between therapist and patient. While normally seen as a definite 
breech of the therapeutic contract and an ethical violation, Nelson, 
(2001) has some reservations about this taboo. He remembers as very 
helpful, an incident in which his therapist offered him one finger to hold. 
This was in the context of his claim that only by holding his therapist’s 
hand he would manage to perceive him as real. In his recollections this 
was a most important turning point in his therapy, in which valuable 
unconscious material, previously locked away was unleashed. Nelson 
claims that despite our preference for verbal communication, we must 
acknowledge that “ certain unconscious structures simply play possum 
unless they are flushed out by a pinch of paradox or a bit of body 
language” (Nelson, 2001, p. 86).
Gedo (1977, 2000) talks about the need of therapists to express 
emotions in non-verbal ways. He suggests raising one’s voice, when 
dealing with patients who go through regressive phases. At such times, 
some patients become unable to process the meaning of even clear
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messages, unless the meaning is amplified by non-verbal indications of 
affect.
Vignette
I see John for an assessment session and feel overwhelmed by his 
physically displayed anxiety. His presenting problem has to do with not 
being able to tolerate being apart from his girl friend. He also tells me 
that his mother died two years ago from cancer, and that he was very 
attached to her. The next session, I spontaneously arrange our chairs 
further apart than I would normally do in this particular room. I feel 
apologetic on disclosing this to my supervisor. She however, praises me 
for creating space between me and John, in which to try and look at 
his anxiety. John seems to be much calmer in the second session. The 
reason for him calming down is partly due, I think, to the fac t that he 
unconsciously picked up my message, that there could be some 
distance between us/ him and his girl friend/ him and his mother.
PSYCHOSOMATIC ILLNESSES
McDougall (1989) sees psychosomatic illness, as language failure. 
According to her when a patient is unable to translate emotion into 
language, he/she regresses and becomes physically ill.
She felt that certain patients produce a somatic explosion instead of a 
thought, a fantasy or a dream when confronted with difficult 
experiences. In psychosomatic states the body appears to be 
behaving in a ‘delusional’ fashion according to her, to a degree that 
appears physiologically senseless. McDougall does not restrict 
psychosomatic phenomena to illnesses alone; she includes 
phenomena like accident-proneness, the lowering of the 
immunological shield when under stress, and addiction. When thinking 
about her somatizing patients, McDougall was struck by the fact that 
they were not able to make connection between their illness and
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emotionally disturbing experiences in their lives. She felt that the difficult 
experiences were not repressed or denied but actually completely 
ejected from their psyche.
When trying to understand how a physical illness might infact have a 
psychological root, Sidoli (2000), thinks of infancy, in which, due to the 
lack of differentiation between psyche and soma, experiences are 
psychosomatic. In her view, psychosomatic symptoms point to early 
trauma related to difficult and unmastered emotions in infancy. In 
order to survive, the baby needs to split off the fear and pain into his 
body, which becomes the container of difficult feelings. The reason for 
this according to Sidoli, is that the mother was not able to help the 
baby make sense of his distress.
Mothers, in Sidoli’s view, should be able to decode the non-verbal 
communications of their babies. In order for the mother to experience 
this ‘reverie’ , she has to be able to make space inside herself for the 
baby’s emotional evacuations. When the maternal ‘reverie’ failed to 
perform the transformation for the baby, the raw and primitive feelings 
that are not verbalized manifest themselves in somatic, among other 
forms. Sidoli, (2000) believes thaf the fundamental function of the 
therapist, when working with psychosomatic patients, consists of 
helping them to name and make sense of these primitive unnamed 
elements. She encouraged therapists to listen to silences, and perceive 
all the changes taking place in the patient’s body, vitality levels, 
breathing patterns, tension, and voice changes. The therapist needs to 
let him/her be attuned in their own body to the split off emotional 
states of the patient, to which the patient himself is not conscious. By 
doing this the therapist performs the reverie that the mothers of these 
patients had not been able to provide for him/her. Sidoli’s proposition 
is that the psychosomatic patient is forced to use, for lack of maternal
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reverie, his or her body or bodily organs (instead of the mother’s mind) 
as a container and a kind of stage upon which the unfelt psychic pain 
can be dramatized and eventually relieved.
Sidoli, (2000) recommends paying a great deal of attention to 
subliminal messages conveyed by the body, and much less attention 
to the verbal report. Thus, one must listen with a ‘third ear’ and observe 
with the ‘third eye’ to detect minute nuances that are extremely 
important communications but that the patient present as irrelevant.
Vignette
Elizabeth suffers from a number of psychosomatic illnesses, like Irritable 
Bowl Syndrome and Anorexia. She also went on very early spontaneous 
menopause age 31, which meant she would not be able to have her 
own children. Elizabeth could not think of anything that was less than 
perfect in her childhood. She knew nothing about her father’s life 
before he married her mother when he was 47 years old and the 
mother 25 years his junior. In their family, everything had to be about 
love and she and her brother were kept in the dark about the father 
being diagnosed with cancer until shortly before his death. It was 
possible to formulate that growing up in a family that was so strongly 
ruled by a myth of perfection, the ‘bad feelings ‘like anger, confusion 
etc might have needed to be deposited in the body, rather than be 
processed in a mental space.
ALTERNATIVE MODELS THAT FOCUS ON NON-VERBAL COMMUNICATION:
I would like to end by mentioning some interesting departures to 
classical psychodynamic techniques that made the focus on the body 
their prime instrument of therapeutic work, and offer in my view, some 
valuable additional tools to help us access feelings and conflicts within 
our patients. I refer to Ferenczi’s attem pt to introduce an emphasis on
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nonverbal techniques (Jones, 1957) which involved touch between 
therapist and patient. This developed then into Moreno’s psychodrama 
technique that proposed an alternative to direct physical contact 
between therapist and patient by making use of a third person in the 
room, (Moreno, 1953) in order to avoid accusations of giving or 
receiving erotic gratification by the therapist.
Continuing in the therapeutic tradition of Moreno, Peris, who has 
labeled his approach ‘Gestalt Therapy’, has been particularly 
concerned with non-verbal communication (Peris et al. 1951). His 
dictum to ‘lose your mind and come to your senses’ demonstrate how 
important to our awareness he found bodily sensations to be.
In the work of Ferenczi Moreno and Peris we see some organized efforts 
to use nonverbal material in diagnosis and treatment.
CONCLUSION
Psychotherapy has been preoccupied with verbal communication and 
less so with non-verbal one. In this essay I was trying to explore some of 
the endless components of non-verbal communication within the 
consulting room, displayed by both patient and therapist. I described 
some of the various manifestations of body language and body talk 
and briefly mentioned psychosomatic illness. I conclude by making 
reference to an interesting line of departure from classical 
psychodynamic theory and practice, which makes more use of non­
verbal means of communication in the therapeutic process.
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ESSAY 3
HOW DOES COGNITIVE BEHAVIORAL THERAPY UNDERSTAND AND TREAT 
DESTRUCTIVE ANGER? ILLUSTRATE THE CHALLENGES TO THE THERAPEUTIC 
RELATIONSHIP WITH EXAMPLES FROM YOUR OWN PRACTICE
INTRODUCTION
Anger is a universal, natural, and often justified emotional response. 
Anger becomes destructive when it happens too often, lasts too long, 
spoils relationships, leads to violence, or is interfering with good health 
(Cameron et al. 2005). Anger affects the way people feel, think and 
behave (Davis, 2000). It is often experienced by the client as part of 
other difficulties. Clients may seek help because of other problems in 
which anger is embedded, or specifically for their anger (Trower et al.
1988). There is a huge variety in the patients who present with 
destructive anger (Berthenya, 2004) and yet, there is no group of 
disorders for which anger is the primary defining characteristic 
(Deffenbacher, 1996), but it presents a social & clinical problem in 
children, adolescents, and young adults (Sukhodolsky, 1998), features 
as an important variable in the clinical picture of Post Traumatic Stress 
Disorder (PTSD) and various personality disorders (Novaco & Chemtob, 
1998), and is considered a risk factor for hypertension and 
cardiovascular disease. Some people are born with tendencies to be 
more emotional (angry in this case) than others. The way people react 
to their anger however, is learned and can be modified. With violent 
crime among adolescents, extensive abuse within families, racial 
tension and acts of terrorism, anger has come to be identified as a 
significant social problem worthy of clinical attention and systematic 
research (Beck & Fernandez, 1998).
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In the last 25 years Cognitive Behavioral Therapy (CBT) has emerged as 
the most common approach to anger management. Both narrative 
(Deffenbacher, 1999) and meta-analytic reviews (Beck et Fernandez,
1998) have concluded that anger management interventions 
(consisting of a combination of some form of cognitive restructuring 
and some techniques that promote relaxation) are effective in 
producing changes on a wide range of variables. In fact, the average 
CBT recipient would be better off than 76% of untreated subjects in 
terms of anger reduction. CBT separates cognition from emotion and 
encourages the individual to distance themselves from their anger 
(Laughlin, 2005). It draws upon the traditions of behaviour modifications 
and cognitive therapy (Meichenbaum, 1976) and may combine a 
variety of techniques such as relaxation, cognitive restructuring, 
problem-solving, and stress inoculation. It is theoretically guided by 
principles of learning theory & information processing.
In this essay I will discuss the anger profile as it emerges from the 
cognitive behavioral literature. I will then explore some of the models 
that were offered in order to theoretically explain how destructive 
anger operates and then go on to describe strategies that were 
suggested by some cognitive authors. The essay will end with a 
discussion of the unique challenges presented by clients who are 
destructively angry and I will illustrate these challenges with examples 
of clients I have worked with in the anger management group as well 
as in individual work.
ANGER PROFILE
Howells & Day (2002) see anger as a normal emotion, which may 
become problematic to the individual and others.
As with all moods, anger is accom panied by changes in our thoughts, 
body responses and behavior. Davis (2000) names three categories of
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events that make people angry: irritants (like neighbours making a 
noise), costs (losing money because of someone’s recklessness), and 
transgressions (trespassing on rules). Davis reminds us that anger has 
distinctive qualities: it is addictive, and can be recreational to people 
who use it regularly. Furthermore, it is accumulative and can be 
displaced. He uses the metaphor of a leaky bucket to describe the 
way anger can overflow but also that anger becomes less with time if 
no more irritation occurs. Davis also dispels a myth about anger, 
namely, that letting anger out might bring relief.
Beck (1976) views anger as a primitive reaction of an organism in order 
to defend itself against an attack. When a person feels attacked 
(physically or verbally) he may become angry and counterattack. 
Beck argues that the common factor for arousal of anger is the 
individual’s appraisal of an event as an assault on his domain. Beck 
outlines the sequence of psychological reactions that in his view lead 
to anger: First the individual makes a primary appraisal in recognizing 
and labeling a person or a situation as offensive. S/he then assesses 
her/his ability to sustain, neutralize or repel the im pact of the nasty 
stimulus. The more the offense is perceived as intentional, malicious, 
and unjustified, the angrier the individual will get. If on the other hand 
the individual perceives the situation as dangerous or hopeless s/he 
might feel more anxious or sad. Beck explains that excessive emotional 
reaction (anger in this case) is fueled by disturbance in thinking. For 
example in his view, people who characteristically react to a toxic 
stimulus with anger may suffer from intrusion of unrealistic thinking 
regarding key issues in their life (anticipation of extreme adverse 
outcomes (catastrophizing), they may overestimate the degree to 
which events are related to them (personalization), think in extremes or 
in absolute terms (black and white thinking) or select a detail out of 
context (over generalizing), etc. All these ‘cognitive errors’ committed
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by the individual sustain and fuel an excessive degree of emotional 
response. Beck also talks about the ‘rules’ that shape the individual’s 
interpretation of events, hence predispose him to be particularly 
vulnerable to find situations as particularly offensive. In Beck’s 
experience however most individuals will generally not be aware of 
their rules or will not volunteer them and the therapist is advised to 
derive the rule that guide this individual’s life by asking questions. Beck 
finds that destructively angry people often have dysfunctional beliefs 
to rule their life, and they produce thinking aberrations that fuel 
inappropriate emotional responses.
Certain thoughts can make individuals feel angry. In particular 
thoughts (called hot thoughts) that are particularly fuelling the anger 
are important to identify and challenge, before anger control can be 
achieved.
Trower and her colleagues (1988), see frustration as an important 
component of anger. In their view frustration turns to anger when the 
individual thinks that the frustrating situation should not have 
happened. They see anger as problematic when the individual 
demands that what has happened should not have happened. This is 
the difference between destructive anger and adaptive anger in their 
eyes, as adaptive anger results from a preference that frustrations did 
not occur, as opposed to a demand. In line with this idea, Trower sees 
dysfunctional anger arising when a person is blocked from achieving a 
valued goal. When a person is angry there is a tendency towards 
attacking or retaliating against the perceived cause of the frustration. 
Trower sees a demanding/ blaming way of thinking at the source of 
destructive anger.
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MODELS PROPOSED FOR UNDERSTANDING ANGER 
Greenberger & Padesky suggested a diagram to illustrate what they 
see as the vicious circle of anger (Greenberger et al. 1995). Anger is 
thus portrayed as a mood that is triggered by a certain event, fueled 
by certain thoughts (like being treated unfairly), and accom panied by 
concomitant physiological changes (muscular tension, and some 
behavior (verbal attack). All these components sustain each other and 
maintain the cycle of anger going.
Davis (2000) suggests a very simple model to the understanding of 
anger. He identifies a trigger (unique to a specific person), which is an 
event that sets the whole sequence running. In his model then the 
individual will appraise the situation and according to his/her particular 
beliefs will tell themselves whether or not the incident was offensive. 
Anger might then be evoked if the response is positive. The anger 
response is then tempered or not by inhibitions that the individual 
possess. These inhibitions might be internal (moral) or external 
(practical). Response is then the outcome of this process of assessment. 
Throughout this process, a role is played by the beliefs of the individual 
(in relation to anger, himself and the others). The mood of the individual 
and his general well being will also impact on how the individual 
interprets and reacts to a given situation.
A more complex model of anger was proposed by Deffenbacher 
(1996). Anger in this model seems to be elicited by four types of stimuli 
called ‘precipitants’. The first stimuli consist in specific external situation 
which are specific to the individual. Anger can further be triggered 
through memory components (linked by some trauma).In other cases, 
anger appears to be elicited by internal stimuli, like worry or other 
painful emotions. A further factor considered to elicit anger in this 
model, is the individual’s immediate preanger state (being already 
angry). This variable is composed of two parts: enduring personal 
characteristics and the momentary state. Individuals with destructive
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anger are often more rigid in their beliefs than those who are more 
adapted. The next area to assess according to this model is the way in 
which the individual appraise the situation. Primary appraisal involves 
an evaluation of the precipitating source, which will normally involve 
some encroachment on the personal domain. Secondary appraisal 
process involves an evaluation of the person’s capacity to cope. The 
model then introduces the ‘anger response’ . Physiologically anger is 
marked by heightened sympathetic arousal. Emotionally, anger is 
experienced along a continuum from mild annoyance to rage. 
Cognitively, anger results from the appraisal of trespass which in 
dysfunctional anger is often biased. The last unit in this model is ‘anger- 
related behaviour’ . The individual may behave in adaptive (assertive) 
or maladaptive (verbal/ physical assault, passive-aggressive behaviour, 
defensiveness) ways when angry. Anger-related behaviour and its 
consequences should according to this model, be carefully m apped 
and targeted for intervention as needed.
ANGER MANAGEMENT STRATEGIES
Greenberger & Padesky (1995) suggest cognitive restructuring methods 
to help reduce anger. These methods include identifying the negative 
automatic thoughts that sustain the anger and challenge them. They 
also advocate the use of imagery to anticipate situations in which 
anger might arise and prepare for them, so as to minimize the possibility 
of destructive anger. Recognition of the early signs of anger is also 
seen as an opporfunity to short circuit any destructive anger by for 
example choosing to take time out in order to avoid an eruptive 
incident.
Novaco (1975) adapted Meichenbaum’s stress inoculation training 
(1975) and created a program for anger management. The client is 
exposed to cognitive reframing, relaxation training, imagery, modeling,
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and role-playing to enhance ability to cope with problem situations. In 
the first stage, clients identify situational triggers which precipitate the 
onset of the anger response. Once these environmental cues are 
identified, the clients rehearse self- statements intended to reframe the 
situation and facilitate a more balanced response. During the second 
stage clients acquire relaxation skills. Combination of cognitive self 
statements with relaxation is encouraged, as clients experiment with 
exposure to anger provoking triggers. The third phase of the training 
consists in rehearsal. Clients practice the cognitive and relaxation 
techniques until the mental & physical responses can be achieved 
automatically and on cue (Beck & Fernandez, 1998). This basic outline 
can also be supplemented with alternative techniques such as 
problem solving, conflict management, and social skills training.
Davies (2000) advocates helping the angry individual to replace 
dysfunctional beliefs that fuel the anger with more balanced ones. He 
suggests using ‘traffic lights procedure’ to help the individual pause (on 
red) until s/he reaches a calmer state (with the help of self talk and 
relaxation exercises) and then when they are less aroused, (on yellow), 
bring to mind a person they regard as a role model, and only once 
they are clear of what that other person would have done in the 
specific situation, give themselves permission to act (green light). He 
also advocates keeping diaries and reviewing results as ways to 
consolidate progress.
Cameron et al. (2005) advise to make a list of alternative behaviors to 
the angry ones and advocate practicing the new behaviors in angry 
provoking situations. In other words, they advocate a meticulous 
familiarity with one's specific anger cycle, choice of alternative 
behaviors to replace the angry ones and testing of new behaviors.
With others they recommend relaxation exercises to control the 
physical symptoms of anger. On the cognitive front they suggest
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challenging of unhelpful beliefs that prevent the person from letting go 
of their anger.
Trower et al. (1988) propose a three stage strategy for managing 
destructive anger: firstly it is necessary to challenge the client’s 
(grandiose) belief that bad things must not happen by asking him/her 
for the evidence for this belief (Wessler & Wessler, 1980).
The second step is to tackle any ‘awfulizing’ about the frustration, 
where the client is exaggerating the negative consequences of what 
has happened. It is important to find the meaning of an event for the 
angry person. Final part consists in tackling the client’s blaming of the 
perceived cause of the frustration. A key to overcoming this blaming 
attitude is to help the client develop compassion and realize that other 
people are fallible, but this does not make them bad people.
CHALLENGES TO THE THERAPEUTIC RELATIONSHIP
The therapeutic alliance has been shown to be a moderate but 
significant predictor of treatment outcome across therapeutic models 
and patient groups (Bambling & king, 2001). Theoretically, most 
definitions of a therapeutic alliance emphasize the following related 
themes (Bordin, 1994): the collaborative nature of the relationship, the 
affective bond between client & therapist and the client & therapists’ 
ability to agree on treatment goals. Some common characteristics of 
clients who suffer from destructive anger might challenge these themes 
considerably.
Howells & Day (2002) suggested the construct of ‘treatment readiness’, 
(‘blocks’ in Rational-emotive therapy as presented by Wessler &
Wessler, 1980). The lack of readiness according to them might create 
difficulties in establishing a therapeutic alliance. These authors list what 
in their eyes might interfere with readiness. First of all, anger problems
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often appear as part of a complex clinical picture (for example 
psychopathic tendencies or personality disorders). This complicates the 
picture considerably and the therapy in these cases needs to be 
individually tailored. (Eckhardt & Defenbacher, 1995).
In some cases there is a need to focus on the beliefs that the client has 
about anger, before any bond with the therapist can be expected 
(DiGiuseppe, 1995). The therapist then should spend time to identify 
these beliefs, before trying to collaborate on treatment goals with the 
client. Angry people might not see their anger as a problem or they 
might see the expression of anger as socially useful. Tiedens (2001) 
suggested that expressions of anger might portray the aggressor as 
powerful and achieve compliance from others. These characteristics 
make angry patients uniquely difficult to engage and create a 
therapeutic bond with.
Vignette
David (*) took part in the ‘anger management group’ that I co­
facilitated as part of my third year placement. He was helped to 
identify one of his dysfunctional beliefs, namely: ‘If people hurt me, I 
have to hurt them back, or I will come across as weak’. This belief 
made it very difficult for him to see hitting people at work as 
inappropriate. In David’s eyes ‘they deserve it’ , and he did not want to 
come across a s ‘weak’.
Another impediment for the creation of a good therapeutic alliance is 
that often clients with anger are directed to therapy by others who are 
concerned about their aggressive behaviour. It often is the case that 
clients with anger problems are forced to attend treatment against 
their wishes. As the motivation to access treatment is often not 
genuine it might be more difficult to develop any real involvement in 
the treatment.
50
Vignette
Kevin seemed keen to join the anger management group when first 
assessed, but dropped out after the first session. He criticized us for 
taking too long to set and start the group and said it was no longer 
useful for him, as he lost custody of his son in the meantime. In his eyes, 
taking part in the group could have presented him in a better light in 
court had it been available sooner. He had no remaining incentive to 
attend.
Another impediment to readiness for anger treatment was illustrated by 
Howells & Day (2002) and is to do with cultural differences. Cultures 
vary in their definitions of when anger is legitimate or not and in their 
expectations as to appropriate expressions of anger. Cultural 
differences might interfere with people ’s conviction that their 
grievance is problematic.
Vignette
Rosanne was a lawyer from a big American town. She moved to live in 
London following her marriage, but was unable to adapt to life in 
England. She was constantly confronted with what she interpreted as 
lack of efficiency that was robbing her of time. Her anger was fuelled 
by a firm belief that if she let go of her constant irritation, her life will 
disintegrate into total chaos.
Last but not least, clients with destructive anger might become hostile 
towards the therapist. They might becom e aroused in the session and 
dropout. These factors create particular challenges for the therapist in 
establishing a therapeutic alliance.
Vignette
Peter was referred for individual anger management therapy with me. 
He was a long term alcoholic and lost his job as a result of assaulting his 
boss when he was frustrated. He was not drinking when assessed by a
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colleague, but was drinking heavily again two months later, when he 
cam e to see me. Peter was homeless and demanded to be provided 
with a house. I tried to explain to him that this was out of my domain, 
but that I might be able to help him with his anger. He got increasingly 
hostile, leading me to feel increasingly unsafe. Shortly afterwards he 
stormed out of the room, slamming the door on his way out, never to 
come back.
CONCLUSION
As discussed above, CBT offers working models and strategies for the 
understanding and treatment of destructive anger. The apparent 
popularity of CBT in the treatment of anger is found by researchers to 
be effective in achieving treatment goals. Clinicians treating clients 
with anger control problems using CBT informed anger management 
programs can expect at least moderate improvements in their clients. 
There also seem to be specific evidence to the effectiveness of anger 
management in specific populations like children with Attention Deficit 
Hyperactivity Disorder (ADHD) (Miranda, 2000), and people who have 
developmental disabilities (Taylor & Novaco, 2005). Future research 
may help us to identify the most active ingredients of CBT and 
integrate them to produce even more effective programs for 
managing anger. This is particularly helpful currently as ‘evidence 
based time limited interventions’ are particularly popular. This essay 
however, highlighted also the particular challenges presented by 
clients with destructive anger, and consequently informed us that 
creating a sound therapeutic alliance may be all but smooth in some 
cases.
NOTES
(*) All clients have been given pseudonyms in order to guarantee 
confidentiality.
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THERAPEUTIC PRACTICE DOSSIER
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Introduction to Therapeutic Practice Dossier
This dossier is concentrating on my development as a practitioner 
during the three years of my training. During each of these three years I 
was placed in an NHS Placement and expected to assess and provide 
therapy to clients. On all occasions my practice was supervised by a 
qualified experienced practitioner and regular reports, case studies, 
process reports were written and log books were kept.
During all three years I have worked in a GP practice, but in my third 
year my Placement included a day in Secondary care service, which 
provided early assessment to clients with more complex presentations 
than are normally seen in Primary care, referrals to various clinical 
organizations and therapy to some of the clients assessed.
I assessed and provided therapy in all Placements and during my third 
year co run an ‘anger management group’. While during the first year I 
was expected to practice in an Integrative/Person centered way, in 
my second year I was expected to use a psychodynamic model and 
during my third year the practice was Cognitive Behavioural therapy.
While I enjoyed seeing all clients and learned a great deal from all my 
Placements, I particularly enjoyed working in the Psychology 
department during my third year and found mixing with a group of 
other psychologists stimulating and containing.
I will now describe each of my Placements and the reader is also 
invited to find my ‘Final clinical paper’ in this dossier where I talk about 
myself as a practitioner.
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Description of Clinical Placements
Year 1: NHS Primary Care Mental Health Team
My first Placement consisted in a Primary Care Service provided by 
a Surrey NHS Trust. The service provided Counselling and Support 
Services to adults with mild to moderate impairment of functions. 
Examples of the kind of suitable referrals to this service were: life 
cycle problems, developmental issues, distress following diagnosis of 
illness, sexual or gender difficulties, pain management and stress 
related symptoms. The service provides counselling also for clients 
who struggled with bereavement, depression, and problems of self 
esteem.
Clients were offered an assessment session, and then, if appropriate, 
they were normally provided with up to six therapy sessions, in which 
they were seen on a weekly basis within the practice. The ethos of 
the service was that an assessment plus six sessions were sufficient to 
generate an effective outcome with clients who did not 
demonstrate complex problems.
The service described itself as providing counselling in familiar 
setting with reasonable waiting time to people with psychological 
and emotional problems. Occasionally people were referred to 
Secondary Mental Health Teams, if at the end of their therapy, it 
was felt that their problems were more complex than initially 
thought.
In all cases, confidential reports were sent to the referrer GP 
following the assessment session and at the end of therapy.
The service was based in a green and relatively wealthy 
neighbourhood and I was encouraged to apply 
Integrative/Humanistic therapy model with clients which was the
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dominant model applied by all members of the team including my 
supervisor.
In addition to the clinical hours spent seeing clients and in 
supervision, I was also invited to departmental meetings and 
practice meetings and found the team particularly friendly and 
welcoming.
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Year 2: Primary Care Mental Health Team in London
My second year Placement took place in a big Primary Care 
Counselling/ Psychology Service that provide Counselling and Support 
Services to mixed multi racial group of adults with mild to moderate 
impairment of functions.
Clients were usually offered up to 12 sessions, in which they were seen 
on a weekly basis within the practice. These sessions were so structured 
that the first one to three sessions were conducted mostly as 
assessment sessions and then developed into therapy sessions. In 
certain cases the client was referred elsewhere following assessment. In 
cases deemed appropriate, people were referred as out patients for 
further long term psychotherapy at the end of their counselling sessions. 
Confidential notes were kept in electronic form and a report was 
written at the end of therapy and sent to the referrer GP.
Supervision was Psychoanalytic and of high quality, but there was little 
contact with other professionals which was disappointing.
I found the diversity of social background and racial origin of the clients 
interesting and stimulating to work with. While the service was similar to 
my first year Placement (Primary Care), my subjective experience was 
actually very different, due to the different model applied, and more 
importantly, due to the impact of the social fabric of a ‘London inner 
city’ population. The incredible variety of presenting problems, social 
backgrounds and cultural differences made new demands on my skills 
and challenged me in new ways.
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Year 3: Split Placement: Primary Care Mental Health Team
Secondary Care Psychology Service
My third year Placement was in Central London. The model applied 
was CBT and I have managed to assess and provide therapy to a w ide 
range of clients, presenting a variety of clinical problems, which I was 
encouraged to treat by a number of techniques. Among the clients 
seen during this year were patients suffering from eafing disorders, 
panic attacks, depression, sexual dysfunctions, social anxiety, anger 
problems and clients presenting with borderline personality disorder.
There was a difference between the level of disturbance presented by 
the clients of the two services with those seen in the Secondary care 
presenting a more complex and long standing difficulties.
I have becom e familiar with a w ide range of techniques. For example, I 
have applied and witnessed the benefit of ‘Relaxation exercises’ and 
‘Mindfulness exercises’. With the guidance of my Supervisor, I matched 
suitable treatments to use with different clients. I have experimented 
with a variety of treatments, ranging from ‘protocol therapy’ (patients 
diagnosed with eating disorders), to ‘Schema therapy’ (clients 
presenting with depression), as well as a range of Behavioural and 
Cognitive techniques (Behavioural experiments, work with imagery, 
completion of diaries to identify and challenge irrational thoughts) to 
use with other clients.
As part of my Placement I had the opportunity to co run a group of 
‘Anger m anagem ent’ which was a steep learning curve for me. I also 
produced a cassette with relaxation and mindfulness exercises for the 
members of the group to use.
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In addition to the clients seen and Supervision, regular meetings were 
attended on a weekly basis in the Psychology Department with other 
Psychologists, to discuss referrals and clinical issues. I particularly 
enjoyed the opportunity to listen and share thoughts with other 
psychologists and have learned a great deal from the discussions held 
and more generally from my presence in the department.
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FINAL CLINICAL PAPER: IN SEARCH OF A PROFESSIONAL IDENTITY
INTRODUCTION
It is not an easy task to think about myself in relation to my identity as a 
counselling psychologist. In a way, I think that being a psychologist or a 
therapist is a process of constant becoming, and maybe a journey to 
pursue, rather than a place or a title to reach. Reality however, is so 
organised that certain moments are seen as milestones or moments of 
arrival and they demand a clear declaration of identity and 
capabilities. This paper is an example of such a moment where a focus 
is demanded into where trainees are in their journey of budding 
professionals.
In order to describe myself as a professional at present, I will make an 
attem pt to illustrate the background to the decision I have taken to 
apply for the Surrey course of psychotherapeutic and counselling 
psychology, describe the flavour and content of each of my clinical 
Placements over the three years of my training (including clinical 
examples from each year) and will conclude with some thoughts in 
relation to how I understand practicing at present and where I think I 
would like to see myself in the future.
BACKGROUND TO TRAINING AS A COUNSELLING PSYCHOLOGIST
I was born in Israel, and Erich Fromm (1973) was one of the best 
remembered books I read and was shaped by during adolescence. As 
an Israeli citizen however, A levels were followed by the compulsory 
military service, where I also met the man who would then becom e my 
husband. His plan was to study Veterinary medicine which was not 
available in Israel at the time. That was the background to us getting 
married and moving to Italy. The person I was back then was
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motivated to study and succeed but was also loyal to her Jewish 
values. Those values stated that finding a husband and having a family 
came first and that my career was secondary to that of my husband. 
This bizarre combination resulted in me not taking up an offer to study 
Psychology in Jerusalem, moving to Italy with my husband and study 
Psychology in Padua instead.
I finished the five year course in Italy and moved with my husband to 
England for his postgraduate studies and had my first child roughly at 
the same time. Part of the program I followed in Italy contained the 
study of Jungian fhinking. My supervisor for my fhesis was a Jungian 
analyst and the thesis looked at what children made of the symbolism 
conveyed in fairytales. I was quite fascinated by Jungian psychology 
at this point. The way Jung thought about archetypes, dreams and 
symbols (see Jung, 1978), attracted me and I thought that the logical 
next step might be to train as a Jungian analyst in Hampstead. I found 
out however that several years of 'training analysis' as well as some 
clinical psychodynamic therapeutic experience were needed in order 
to become eligible to apply for fhis training. It took several years and 
the birth of two more children, before any of that will becom e possible. 
Eventually however, I started 'didactic analysis' several times a week 
and obtained an honorary contract with a psychotherapy clinic. I 
started to see patients for psychoanalytic psychotherapy under 
supervision and was also attending the in-house training the clinic 
offered which included seminars, case presentations and discussion of 
theoretical papers. The setting was strictly psychodynamic and no 
other model was mentioned. In a way it felt like a seductive but 
insulated religious bubble. There was an implicit understanding that 
psychoanalytic theory was the only valid way to think about patients 
and therapy.
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By the time I have assembled together enough clinical experience and 
therapy hours to consider application, however, I started to becom e a 
bit uneasy about the fact that formal training would imply compulsive 
three or four times a week 'on the couch' analysis for years to come. I 
also started to doubt the legitimacy of what I felt was too orthodox an 
attitude to therapy and I started to develop an interest in exploring 
more recent and different approaches to therapy as well as the 
classical psychodynamic approach. For example I came across a 
book written by Yalom (2001) and loved the more open approach he 
was using with his patients and the fact that he sometimes 'self 
disclosed'. I felt increasingly awkward about the lack of any symmetry 
in the therapeutic relationship and increasingly aware that I was 
'unable' to deliver the infantilised position which was expected and 
which I did not naturally inhabit. I could not produce a 'dependent 
and regressive' transference despite my best wishes. My dreams 
conveyed 'role reversal' with my therapist.
In reality this dynamic was not reflected upon nor was it understood by 
the time the therapy ended. It was only via the reading I have done 
while working on my research (the psychological profile of the offspring 
of Holocaust survivors) that the dynamic re-enacted between me and 
the therapist started to make sense to me.
With hindsight, I understand some of the transference and maybe 
" counter transference that were going on in the therapy and were 
never interpreted while it was going on. My current understanding of 
my feelings of frustration back then (a sense that the therapy 'was not 
working') is the following: I was born to a father who was a Holocaust 
survivor. He was an occupational psychologist in the army and looked 
strong and functioning to all intents and purposes, but I always felt in 
my unconscious, that I had to protect him. This dynamic (which as I 
found in my research is very common between Holocaust survivors and
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their children) was then enacted in the transference- counter 
transference between me and my therapist but was never talked 
about.
There is a possibility that the match between me and this specific 
therapist was not id ea l or that she was too rigid to accom m odate 
what I needed within the analytic model. Also not being Jewish, she 
might have not been aware or sensitised to the challenge that my 
particular cultural background was setting. The end result was however 
that something very central to the understanding of what was enacted 
in the analysis was never interpreted.
Analysis was not all disappointing either, however. There were also 
gains that I could recognise: I learned to remember dreams and to 
explore them. I felt more aware of emotions (actually realised I had 
them), and I started to explore parts of myself that were somewhat 
buried (like becoming more assertive, experience angry feelings, etc.) 
But despite these gains and a strong (though problematic) attachm ent 
to my analyst, I felt that there was a limit to what could be explored 
with her in the very rigid format of analysis. Also, I felt that analysis was 
creating a 'parallel world', important in its own right, but that it was 
taking me somehow away from reality. Still, those years helped me to 
develop an attitude of respect for the therapeutic process, to becom e 
aware of the existence of an internal world, and to practice working 
with images. The years of working with patients in the Psychotherapy 
clinic, familiarised me with the satisfying but also messy, confused 
sometimes frustrating processes that are part of the consulting room 
scene. Despite the erosion in my resolve to becom e a Jungian 
therapist, I still saw myself as a therapist.
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It was at this moment in my life that I came across a flier of the Surrey 
course and felt that it could becom e the right next step for me to 
embark on. I liked the fact that it was academ ic and integrative 
training and that it will allow me to spread my wings and develop as a 
professional in a way that will not preclude analytic training in the 
future but will not focus exclusively on one approach. My children were 
older by then, and it felt like this course was offering me an opportunity 
to finally pull together all the important strings of my previous studies 
and aspirations and consolidate a professional identity. Needless to 
say, this plan was not supported by my analyst, despite a clear dream 
in which my plan was depicted as a most creative birth full of vision. I 
felt that she could not respect a most healthy development, and 
decided to apply without her blessing. This ‘rebellious’ move was not 
easy to carry but it felt right, and I still remember the distinct feeling of 
happiness (triumph?) on hearing that I was offered a place.
YEAR ONE
Primary Care Counselling Service in a small town in Surrey was the 
setting of my first placement. The clients were mostly White and mostly 
from a Middle Class background. Many of them were professionals and 
had families. My Supervisor was working from an Integrative/Humanistic 
perspective and as clients were seen for brief therapy (six sessions) 
there had to be a clear focus to the work and more emphasis on 
present -day difficulties. While I remember that year with affection, it 
was a challenge to move from a focus on uncovering of and working 
through of childhood traumas, to therapeutic work based on present 
day difficulties using Rogerian core conditions. The other challenge was 
to learn to conduct assessments which I have not done before. In terms 
of practice, I had to get used to seeing clients for six sessions where 
most of my experience hence consisted of years. Psychodynamic 
thinking could inform my understanding of the client but I had to
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practice following Person centre principles. There were similarities 
between what I was supposed to do now and my previous training: in 
both models the therapist was expected to 'welcome' the entire client, 
there were no parts I was supposed to prefer or reject. In the model I 
was practicing now (Person-centre) it was called 'Unconditional 
positive regard'. In both models accessing emotions was encouraged, 
but there were also differences: I had to be less reserved , not a 'blank 
screen', warmth was important and I still remember how strange it was 
to 'self disclose' occasionally or talk about my take on what was 
happening rather than use it in order to produce interpretations. 
'Congruence' (see Mearns & Thorne, 1999) was encouraged, not 
reserve and stillness, interpretation was not welcomed; I had to 'be 
there for the client and accom pany him/her to uncover what their true 
feelings about a certain problem were. The therapeutic relationship 
was real (Person-to-person relationship, based on mutuality and 
reciprocity, empathy and respect (Clarkson, 1995), rather than 
transferential. Humanistic Psychology assumes that people have within 
themselves, the resources needed for personal change. These 
resources can becom e available in a climate of facilitative 
psychological attitudes, (i.e. 'core conditions'). Learning can then 
occur that can be generalised to other aspects of the client's life. I 
could start a session by asking the client 'How are you?' There were less 
awkward silences.Jt felt more like an intimate social interaction and a 
lot of the 'heaviness' of an analytic session was lifted. In practice I found 
it to be more difficult than first assumed. It was not easy to move away 
from working within my self on what things meant in the transference to 
access what it might feel like to 'that person' in 'that situation' 
(empathy). The fact that the core conditions correlate with effective 
counselling is well established in research (Orlinsky et al. 1994) but what 
does it really mean to be ’empathic'? My supervisor used Yalom's 
image when she was trying to explain this to me: using the metaphor of
68
a train journey, it means seeing exactly the same landscape that 
someone else would see had s/he been sitting in the same chair in the 
train, facing the same direction. This was empathy: see things exactly 
from someone else's perspective, 'be in their shoes'. According to this 
theory (see Rogers, 1951, 2003), people's distress emanated from the 
fact that while growing up they were criticized and expected to 
adhere to other people's developmental agenda, and so their self- 
concept of who they were was not informed by their intrinsic 
(organism) tendencies, but replaced with other people's prejudices.
The task of the therapist according to this approach was to provide for 
the client the conditions for growth, assuming that all clients have 
within themselves vast resources for development (growing towards the 
fulfilment of their unique identities).
As far as I was concerned, this Placement helped me to relax some of 
the rigid rules that analytic practicing dem anded and experiment with 
a different style of therapy. I was expected to become less 'removed' 
from my clients and make more use of human warmth. I was positively 
surprised by the response of some the clients who were able to 'pick up 
and start walking' (metaphorically) after six sessions of Person-Centre 
counselling. Also I found that my stance was on the whole different to 
that of psychodynamic therapist: there was more transparency, and 
while I was offering empathy, unconditional positive regard, warmth 
and thinking, the client was the ultimate authority and 'knew best’ 
where they needed to go in order to grow.
The following vignettes are taken from the case load of clients I have 
worked with during my first year, where I found that applying the core 
conditions moved therapy forward.
In the following vignette, being able to be empathic with the client, 
helped the client to go deeper and own her feelings.
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Vignette 1*
Mrs. DH was a White woman in her early forties. In her therapy with me 
she was able to talk for the first time about a rape that she endured 
age 17. The rape started as a consensual sexual encounter with a man, 
but deteriorated soon into being raped by a whole group. An . 
unwanted pregnancy and termination of pregnancy were the 
outcome of this unfortunate episode. Mrs. DH was drunk when this was 
going on and because of this blamed herself for everything that 
happened to her. I could have analyze her alcohol abuse during 
adolescence in the light of her traumatic childhood, or worse still try 
and 'rescue' her from her distress by 'normalising' alcohol abuse during 
adolescence. I decided however to not analyze or 'take away' her 
feelings of guilt and instead provide empathy. I commented on how 
difficult she found forgiving herself for what happened. This conveyed 
to her that I was aware of her guilt and that I could stay with her 
feelings. I found that this attitude encouraged her to further explore her 
painful feelings connected to this episode, and to eventually feel more 
compassionate towards herself about what took place.
The next vignette is about a moment of spontaneous congruence that 
was helpful. (Congruence here is understood as a response which is 
reflective of what the therapist is feeling).
Vignette 2
Mrs. Nina is a young married woman with two young children. In the 
session under consideration she was telling me about a disturbing 
phone call she received from her father who was very drunk and asked 
her whether 'she was coming for sex'. I felt shocked to hear it and in 
commenting about how difficult it must be for her to be faced with her 
father confusing her with a prostitute, my voice broke down when I said 
'prostitute' (this was clearly caught on tape). My emotions cam e
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through and conveyed to Mrs. Nina that I was shocked by what she 
was telling me and how much I cared. Later in the session she was able 
to talk about distancing herself from her parents (with whom she was in 
'enmeshed' relationship) and become 'her own person'.
The last vignette is presenting my challenge in providing unconditional 
positive regard to a client. This I understand as treating the client as 
valuable in his own right regardless of whether they meet the 
'conditions of worth' which make part of my value system.
Vignette 3
Miss Joanna is a 26 year old woman who felt confused and depressed 
as a result of a parallel relationship that she was having with two men, 
neither of which knew about the other. Mr. A was the father of her son 
and a good friend but somewhat depressing in her view, unlike the 
attractive Mr. B who would not commit to her but had a 'sunny 
personality' that cheered her up. Miss Joanna cam e from a 'Hippie like' 
background with people in her family swapping partners, and living in 
harmony in a 'commune' with past and present partners. Miss Joanna 
was starting to realise that this lifestyle worked for her parents but might 
not work for her at present. In working with her I had to 'step a w a y ' 
from what I felt was a desired process (becoming more emotionally 
independent and able to take responsibility for her choices). On 
exploring Joanna’s feelings with her, she realised that she was not 
ready to give any of the two men up, and while calling herself 'greedy' 
was determined to carry on with both relationships. I felt judgmental 
about Joanna's 'opportunistic* style and had to remind myself that I was 
to continue to provide her 'unconditional positive regard', and not 
become less available to her because her values were different to 
mine. I told her that we can look together at how her decision could 
be carried in a way that will be as respectful as possible of all people
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involved. This facilitated an exploration of how to put some healthy 
boundaries between her and the two men (becoming more realistic 
about what could be expected from Mr. B, as well as starting to be 
more open with Mr. A about not offering him an exclusive relationship 
at present). Joanna was able to be clearer and more open about her 
needs at present and take some more responsibility for her decisions. 
She was also becoming increasingly aware of the risk that this involved.
YEAR TWO
My year two Placement was in a large GP practice in the South West of 
London. The client group was more ethnically and socially diverse than 
the client group of the first year and allowed me to get exposure to a 
large mosaic of social and clinical presentations. My supervisor was a 
Psychoanalytic psychotherapist and clients were assessed, and in 
suitable cases offered up to twelve sessions of psychoanalytic 
psychotherapy. There was some sense of 'deja vu' in this experience, 
and an echo of my years in the Psychotherapy clinic. On the other 
hand, I was allowed to conduct my own assessments now, and had to 
apply brief psychodynamic therapy within Primary care context, and 
so was challenged to integrate previous experiences in a new format. 
The relationship with my supervisor was different to the one in the more 
integrative Placement. There was more exclusivity to the relationship, 
and the use of transference-counter transference based comments 
was weaved into the supervisory discourse.
Permission to use Psychodynamic model was liberating in a way, but I 
found the universal criteria of 'up to! 2 sessions to all patients', rigid and 
at times incompatible with the model. A dilemma frequently discussed 
in supervision, was how much regression and dependency it was safe 
to encourage, and how the ending had to be managed, so that 
patients felt contained at the end of 12 sessions?
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In following the Psychodynamic model, I was to encourage free 
association, allow silences, make interpretations, help the client to think 
about their dreams and the meaning of their responses and use my 
counter transference to understand some of the experience of the 
client (see Bateman & Holmes, 1995; Lemma-wright, 1995).
I have chosen to present an extract from a taped session of a client to 
provide the reader with an example of the work that was carried out in 
the above Placement (**).
Miss. Margaret(***) was a woman in her early forties who was referred 
by her GP due to becoming anxious and distressed recently, in 
conjunction with making arrangements for her wedding and possible 
pregnancy. She was brought up in a poor and deprived social climate 
and remembered women being abused by drunken men, and 
unwanted babies resented on arrival. Miss. Margaret lost her father as a 
baby and was physically abused by her violent mother. An oasis in this 
sombre picture however, was school, where devoted female teachers 
helped Margaret to develop aspirations for a better life.
Margaret managed to leave her country of origin and mix with people 
from more privileged backgrounds. She went to University and had a 
successful career. Recently however, while contemplating to marry her 
boyfriend of six years and maybe start a family, she becam e anxious 
and had disturbing thoughts about the abusive background she was a 
victim of. Margaret becam e plagued with fears of becoming like the 
women of her background, a victim, an abuser, and that her life will 
’end up in the gutter’. In the session under consideration Margaret is 
telling me about meeting homeless people in the street and how very 
vulnerable that made her feel because 'it could have been me'.
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My formulation of Margaret was that she created a 'split' between the 
deprived and abusive elements of her past and her more successful life 
in London. Her painful childhood experiences were mostly repressed 
and this defensive situation allowed her to conduct a relatively 
successful and anxiety free life. The approaching wedding however, 
and the possibility of becoming a mother, started a process of 
unconscious searching for internalised identifications with the mothers 
and wives that she met as child. This process facilitated the re- 
emergence of some of the repressed memories of her painful 
childhood and made the artificial defensive division between herself as 
an abused child and the successful adult part of herself less effective.
In the following dialogue I am trying to encourage Margaret to work 
towards integrating both parts of her experience.
T (****}. So it's about how to integrate these painful messy bits within a 
life that is on the whole good
p (***#*} | fs jus| fha t when it comes and it's very strong...umm...just 
about knowing how to live with it...that's exactly it
T. Umm aha
P. Without it controlling you to a certain degree when you are out of 
control emotionally, like an emotional cripple, which is rare but it's there 
definitely. Umm you know I can feel starting, you know, when suddenly 
I'd walk in the street and I'd see something...other days I'll walk past 
that and it wouldn't affect me but then something will just affect me 
and I'd think: ‘that could have been m e’, and then that triggers me 
into another thing and then I feel you know, really low, and...then I feel 
you know, worthless and...it's the pain...enormous pain...umm...l don't
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suppose that it will ever go...will it? Just need to know to live with it
T. Well, that's part of your life, why would you want it to go...yes it was a 
painful childhood, but it's still your childhood
P. Didn't think about it that way
T. Umm
P. To a certain degree it gives you some strength as well, doesn't it...
While I was initially critical of my somewhat forceful manner, in 
suggesting to her that integrating the abused part of herself into a 
more conscious experience of herself could be beneficial for her, 
Margaret's response shows that following some initial hesitation, she 
was able to use my comment to enhance further insight. What was 
also helpful I think, was that I allowed her time to digest what 1 have just 
said (sigh only), rather than jump in with further comments.
I liked working in this model and was lucky to meet some wonderful 
patients who entrusted me with deep, personal and precious glimpses 
into who they were. I liked the wide variety of presentations, social 
backgrounds and ethnic diversity. Among the patients I saw were a 
prostitute, a woman who was involved in murder, a man with an 
exceptionally high I.Q who was a member of 'mensa', Blacks and 
Whites, artists and managers, university graduates and people who 
had no qualifications at all. I found this very challenging and interesting 
situation, where I had to be flexible enough and adjust sometimes 
within a very short time to very different clients and fully respect who 
they were. What I missed during this year however, was more team 
work and opportunities to mix with other professionals.
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YEAR THREE
My third Placement was split between a GP practice and a Secondary 
Care Psychology Service, in central London. In both settings I had to 
assess and also provide CBT therapy for clients. As part of the 
Placement, I also had the opportunity to co-run an 'anger 
management group' with my Supervisor and another Psychologist. Part 
of my contribution to the group was to prepare a tape with relaxation 
and mindfulness exercises that was provided to interested members of 
the group. My weekly schedule included also the attendance in 
meetings with other psychologists, to discuss appropriate referrals and 
other clinical issues. 1 particularly enjoyed these meetings and found 
mixing with other psychologists very stimulating. Worth mentioning was 
also close contact with Clinical Psychology trainees and the learning 
and tension that was involved in inevitable comparisons with them. 
Another characteristic of this year was the integration of psychometric 
tests as part of the assessment and therapy process and for the 
purpose of evaluating the outcome of therapy, and lots of report and 
letter writing.
As for the model itself, the transition from psychodynamic practicing to 
CBT was not easy. I had very little working knowledge of this model and 
initially struggled to relate to it. I still remember my shock on watching a 
video of a CBT master class presented by Padesky, and discovering 
that a CBT session is often conducted with the help of pen, paper and 
writing during the session. There were also worksheets and 'homework' 
for the client to complete between sessions. The therapeutic 
relationship was mostly collaborative and explicitly stated (working 
alliance more than transference - see Clarkson, 1995) and the contract 
between client and therapist could include the specification of 
therapeutic goals for the therapy.
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Reading Beck (1976,1991) helped me to make a link between the 
models I have used already and this new model. Beck was a 
psychoanalyst but he noticed that despite the fact that his patients 
were following the rule of 'free association', there was a type of 
ideation that had gone unnoticed unless patients were instructed to 
identify these thoughts via introspection. These were his first glimpses to 
what was then coined 'negative automatic thoughts'. The stream of 
thoughts that was emerging automatically and rapidly was not 
reported by his analytic patients and was nevertheless important in 
understanding the disturbing emotions these patients had.
With the help of this ‘bridge’ provided by the historical link between 
psychoanalysis and Cognitive Behavioural Therapy (CBT), I was in a 
better position to learn more about this method. I actually started to 
become intrigued by the premises of this approach. The main premise 
was that it was not events themselves that generate the feelings/ 
behaviour, but rather a person's thoughts, beliefs and assumptions 
about these events. The other premise was that individual's problems 
stem from certain distortions of reality that originated in defective 
learning during the person's cognitive development and as people 
were 'problem-solvers' the therapist could help them to unravel the 
distortions in their thinking and learn alternative, more realistic ways to 
formulate their experiences. I quite liked the idea that the 'architecture' 
of one's irrational core beliefs, assumptions and automatic thoughts 
could be teased out and challenged, and so a more balanced 
rational 'cognitive apparatus’ could gradually replace it.
Once I started to understand more, my initial trepidation of this mostly 
unknown model was gradually replaced with interest and curiosity. In 
fact modern CBT is a very versatile model and I found it surprisingly 
stimulating. I was delighted to find out that relaxation exercises and
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'mindfulness' exercises (see Evans, 2006) were used in certain cases as 
part of CBT. I had some beneficial contacts with Eastern practices and 
traditions in the past, and was pleased to discover that Western mental 
health was incorporating some techniques taught in the East. There 
was apparently even an evidence based support to the use of these 
techniques (see Baer, 2003). I quite liked the combined use of CBT and 
Mindfulness, as it promised an integration of the intellect of the West 
and the 'being' of the East, in creative marriage. In general, I found 
that CBT could be a varied and creative method with plenty of skills to 
draw upon. Practitioners could use behavioural techniques 
('behavioural experiments', interviews, graded exposures and role 
plays), as well as work on the cognitive apparatus (efforts to access 
maladaptive cognitions and challenge them, work with imagery, test 
beliefs, etc.)
A very interesting aspect of modern CBT consists in 'schema work' (see 
Young et al. 2003). This new development of CBT helps the client to 
identify his/her' negative core beliefs' (the deepest template that skew 
the way clients perceive and analyze the world), challenge them and 
develop alternative more balanced core beliefs. I have attem pted 
schema work with some clients that I saw for the entire year and found 
that it facilitated more depth in the work, and helped both of them to 
modify some of their perceptions of themselves, others, and the world.
A common criticism of CBT is that insufficient emphasis is placed on the 
therapeutic relationship, while tools and techniques are more focused 
on. This is particularly relevant in cases that involve challenges to 
personal beliefs and habits, which could make clients feel exposed 
and intruded upon if not in the context of a good working alliance.
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The following account is an example of a client dropping out 
prematurely from therapy, which I think was at least partly due to the 
fact that as I was still grappling with learning and applying new 
techniques, I did not allow enough time for the therapeutic relationship 
to develop prior to asking my client to disclose some of her daily 
routines. I think this was perceived by her as intrusive despite superficial 
compliance.
Miss Diana was a young single woman. She was obese in a way that 
put her health at risk. She was diagnosed as having an eating disorder 
but was reluctant to join a group that dealt with this disorder. It was 
then felt that treatment for ‘binge eating disorder’ in the context of 
Individual therapy was more indicated. I was instructed to follow a 
specific program meant to treat 'binge eating disorder’ with her in the 
context of a time limited CBT .
Miss Diana presented as very pretty, compliant sweet woman. She 
described her worries of becoming like her mother who was also very 
obese, and died in her early fifties from a weight related heart failure. 
As I had a set number of sessions available and a program to follow, I 
asked her quite early on to fill a diary of her typical weekly diet. She 
agreed to complete the above diary and brought it back the next 
session. Her diary reflected an excellent regime for healthy living. When 
I pointed out that there was nothing in her diet which could be 
remotely excessive, she started to cry and said that nobody believes 
her that the reason for her weight is entirely medical. I suggested that 
we stop focusing on her diet for a while, and think about how being 
obese make her feel and help her to cope with what she felt were the 
implications for her self esteem, relationships and career (Miss Diana is 
a photographer which she described as an 'image conscious' world). 
We spent the next two sessions identifying and challenging Diana's
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maladaptive beliefs (catastrophising, discounting the positives and 
personalising the effect of her weight on her social and professional 
life), Diana reported less hateful feelings towards herself as a result of 
this process and less feelings of hopelessness, and expressed gratitude 
to me for helping her to feel better about herself. Miss Diana started the 
next session by telling me that she felt guilty wasting my time. I explored 
this with her and she said that as long as she is 'this weight' any 
psychological intervention was a waste. I empathised with how 
dominated she felt by her weight and said that maybe we could look 
and analyze her assumption that unless she was less heavy she did not 
deserve my attention. She did not challenge me there, but did not 
attend her next session and sent me a letter instead. In the letter she 
said that she was grateful for what I taught her and the time I 
dedicated to her, but strongly felt that until her weight is sorted, there is 
no point in doing any psychological work. I was quite taken aback by 
her premature termination and was quite perturbed by not having 
vaguely anticipated it. My supervisor was supportive and reassured me 
that I have done all that was within my clinical capacity. He said it was 
quite common for eating disorders' clients to keep their routines a 
secret, to drop from treatment unexpectedly despite superficial 
compliance, and to deal with difficult emotions through their 
relationship with food rather than verbalisation. With hindsight, 
however, I feel that I probably had to spend more time consolidating 
the therapeutic relationship, regardless of the pressure of the goals and 
time limit of the therapy above. I think that the capacity to strike the 
right balance between these two dimensions is a skill that improves with 
experience and that in the case above I did not strike this balance 
right.
What do I think about this model? I like the fact that at least in theory 
an axis could be traced between the formulated clinical problem, the
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goal of therapy, a plan to tackle it, therapy and an evaluation of 
results at the end. I think that in some cases a collaborative relationship 
between client and therapist is welcomed and the introspective, 
thought based, skill building method can work well with some clients 
and some presenting problems. I have however seen clients who could 
not benefit from this model and needed a preparatory explorative 
period before they could embark on any cognitive work. I am a little 
wary of the popularity of this model in the current climate of 'evidence 
based' driven choice of models and the bias that this criteria could 
insert into the world of therapy and mental health services. I am also 
wary about the infiltration of protocol based treatments (like the one 
described above for the treatment of binge eating disorder) seen by 
the NHS as the norm for 'good enough' solution to mental health 
problems.
Finally, this year was challenging in more ways than one, and I have 
learned a great deal about Psychology and about the complexities of 
working in the NHS and with other professionals. While CBT was 
unfamiliar to me a year ago, I have learned to appreciate its 
therapeutic potential and can surprisingly see myself applying it (a 
most unexpected development).
WHERE I AM NOW AS A PRACTITIONER?
My years as 'pure' psychodynamic practitioner are in the past. I do 
draw on unconscious responses within me and I think symbolically and 
am guided by the respect of this model to the 'frame' and the 
scanning of transference and counter transference, but I am also very 
aware of the limitations of this model in some cases, situations and 
phases within specific therapies. I have learned a lot from engaging 
with other models, and I think I work better when I feel free to step in 
and out of any model and recruit ideas from other models
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occasionally. I think that more than any specific model I am guided by 
the client and the way s/he respond to me and to whatever is 
generated in the room. Thus, even if I work with a client mostly in one 
model I might temporarily use ideas or skills from another model if it 
feels right in that specific moment. I might decide to explore things with 
the client more generally and encourage him/her to make links with 
the past etc. but then if something more specific arises I might move to 
focus on more specific investigation of thought patterns, or behavioural 
tasks to then move back to a more explorative mode. This sounds 
confusing, but my experience with several clients in the past was that 
flexibility was useful in 'unblocking' situations of impasse or facilitating 
more depth. I find that I work most creatively and am most effective 
when I am free to draw on more than one model and search for what 
works best.
I evaluate my practice through a mixture of structured and 
unstructured tools, (this depends also on the context in which therapy is 
taking place). In my current Placement we use the Clinical Outcomes 
in Routine Evaluation (CORE) at the beginning and end of therapy as 
well as the Beck's Depression Inventory (BDI) and Beck's Anxiety 
Inventory (BAI), in cases of depression and anxiety respectively. An 
important unstructured cue to the evaluation of outcome is provided 
by the client's feedback of how useful they found the therapeutic 
process, and whether they have acquired tools/skills that they can use 
once therapy is over. In cases of specific presenting problems (panic 
attacks for example), it is of course easier to assess whether the 
problem had been reduced in frequency or intensity.
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AFTERTHOUGHTS AND PLANS FOR THE FUTURE
Training was not easy. It meant drastic change of life style and a need 
to swiftly acquire various academ ic skills. For once I had to endorse 
modernity and learn to use computers. I becam e a busy, stressed, 
always on the go person. In a way, it extracted a heavy toll from me, 
my husband and our three children. Everyone had to get used to me 
hardly ever being there. While it is too early to assess the full effect of 
these three years on us all, and I need to acknowledge that I did not 
anticipate the amount of work that will be involved, I think that on the 
whole we managed to cope with it reasonably well, most of the time. I 
am happy for taking up the challenge of this course, and I feel that I 
have better professional and academ ic preparation than I would have 
had without it.
I see the present moment as a sort of beginning really. I look forward to 
learning more and getting more experience. My plans are to try and 
find a job in the NHS initially, so that I could benefit from cross 
fertilization that is enabled by exposure to other professionals, and also 
get experience with a broad range of clients and clinical problems. I 
do not have clear priorities in terms of client group at the moment. I am 
interested in working with children but am also fully aware of how 
competitive this speciality is. I also see myself developing some private 
practice at some point. As far as therapeutic models are concerned, I 
am quite interested in the Cognitive Analytic Therapy (CAT) model, 
and feel that there might be some affinity between the way I perceive 
this model and the way my way of working seems to develop. I was 
also impressed and intrigued by the Gestalt workshops that we had as 
part of the teaching on the course, and might try some personal 
therapy with a Gestalt therapist at some point in the future, as I feel 
that it has a unique slant into therapy which I was not exposed to 
before. In general I do not feel that I know all there is to know in order
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to understand and work effectively with patients and I see myself 
continuing to acquire knowledge in various areas of psychology and 
therapy. In particular, I am also interested in learning more about the 
possible neurophysiologic dimension of psychological problems and 
the effect of various psychological treatments on the way the neurons 
in the brain respond. I am however aware that the specific service I will 
hopefully end up working in, will d icta te  at least in part, some of these 
future developments.
NOTES
(*) All clients in this document have been given pseudonyms in order to 
maintain confidentiality
(**)The extract is taken from the ’Process report' available as part of the 
attachment
(***) The name as well other revealing information was changed to 
guarantee the anonymity of the presentation.
(****) T. stands for therapist 
j*****jp stands for patient
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RESEARCH DOSSIER
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Introduction to the Research Dossier
Year 1: literature review
The review is entitled: ‘Trauma transmission between mothers who are 
Holocaust survivors and their daughters’ . The question I was trying to 
find an answer to by conducting this review, was whether or not 
‘second generation’ daughters were in any way affected by being 
born to mothers that went through the war, and in what way.
I could not find a clear answer to my question. In fact I have 
discovered that there was no easy answer to this question.
I found that the ‘answers’ could be divided into different ‘historical 
periods’ according to the different views that dominated clinical and 
empirical thinking in different times.
I found plausible what seems to emerge as a possible integration of the 
different views. This idea seems to reflect current thinking on this topic, 
and states that what these daughters have ‘inherited* from their 
mothers (trauma transmission) is some sort of fragility that makes them 
vulnerable to stress.
Year 2: Qualitative research
With some theory in place, I was eager to test things on the ground 
and explore the subjective experience of daughters of Holocaust 
survivor mothers. In the report entitled: ‘Exploring the experience of 
women who were born to Holocaust survivor mothers: an interpretative 
phenomenological analysis study’ I have described the interviews I 
have conducted with ten such women and the analysis of the data.
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The six super ordinate themes that emerged from the analytic 
procedure capture some common feelings and qualities that 
daughters of Holocaust survivor mothers conveyed about the way they 
perceived themselves and their relationship with their mothers.
Some of the emotional difficulties that were alluded to by the women 
in the interviews, recalled concepts mentioned in the literature by the 
term ‘trauma transmission’.
Year 3: Quantitative Research
In this third study I wanted to turn my attention to the practitioners that 
might have to provide assessment and therapy, to women who were 
born to survivor mothers and experience distress. I wanted to test how 
the practitioners will formulate a hypothetical case which according to 
the literature and my qualitative study was typical to the anguish often 
experienced by women who are ‘second generation’ and is akin to 
PTSD.
By providing practitioners with three different vignettes, I created an 
experimental situation through which I could test some hypotheses that 
I had generated. The hypotheses were trying to predict the way 
practitioners will understand the clinical case presented in the vignette, 
and how they will conceptualise this clinical construct (assuming that 
the construct exists).
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Shortened version of the title suitable for the running head (as required 
by the journal of Loss and Trauma)
TRAUMA TRANSMISSION BETWEEN MOTHERS AND DAUGHTERS 
ABSTRACT
The purpose of this review is to explore the various ways in which 
trauma transmission between mothers who are Holocaust survivors and 
their daughters has been conceptualized. The early split between the 
findings of studies conducted with people from the clinical population 
and those obtained through structured empirical research studies with 
non clinical populations, is surpassed and a bridge between these 
opposing perspectives is offered. The particular vulnerability for PTSD of 
the non clinical population is discussed. Kellermann’s view of the 
integration of various models, as the best way of approaching and 
understanding trauma transmission is presented, together with suitable 
supportive cases.
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TRAUMA TRANSMISSION BETWEEN MOTHERS WHO ARE HOLOCAUST
SURVIVORS AND THEIR DAUGHTERS 
INTRODUCTION
The systematic, state-run effort to destroy ail the Jews of Europe during 
World War II by Nazi Germany is commonly referred fo as the Holocaust 
(Schiffrin, 2000). The Nazis killed European Jews as well as members of 
other groups like Gypsies and the handicapped. The Nazi effort to 
remove Jews from the world began with restrictions on participation in 
public life, continued with deportation to forced labour camps, and 
culminated in concentration and death camps. It ended when allied 
forces defeated the Nazis in 1945. At the end of the war, six million Jews 
were dead (Solkoff, 1982). The survivors, liberated from the camps were 
sick and traumatized. They had to face the fact that many of their 
family members were killed and their communities destroyed. The 
women who survived were struggling to recreate some sort of 
conventional life. Hasty relationships were formed in order to replace 
the lost family of origin and find some support. Many of these 
relationships were created with fellow survivors who were in a similar 
precarious situation. The children were born to parents who were often 
severely traumatized. This review will try to explore whether and in what 
way these children have inherited the traumas of their mothers.
Giller (2004) understands traumatic events as an extreme stress that 
overwhelms a person’s ability to cope. In her view, a situation creates 
psychological trauma when it leaves the individual unable to cope 
when experiencing fear of death, annihilation, mutilation or psychosis. 
Several characteristics, however, are believed to exasperate the 
destructive potential of a potential traumatic situation. These are 
according to Giller that it was massive in scale, severe, repeated, 
prolonged and unpredictable. Also that it was inflicted by a person
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rather than due to a natural disaster, and that the cruelty involved was 
intentional. All these criteria were fully present during the Holocaust. 
These massive stressors are seen as likely to produce emotions of 
overwhelming grief, terror, rage and anguish. The intrusion of the past 
into the present is one of the main problems confronting the trauma 
survivor. The intrusion may present as flashbacks, nightmares, or 
overwhelming emotional states. Survivors are likely to instinctively carry 
on protecting themselves from the im pact of the trauma by remaining 
hyper vigilant, dissociated, avoidant and numb. These reactions might 
have been necessary and useful coping strategies at the time of the 
trauma but later interfere with the woman's ability to live the life she 
wants. Giller (2004) talks about the physiologic changes that occur 
inside the body in times of hyper arousal and anxiety, specifically the 
wash of hormones such as cortisol that signal to ‘watch out'I When this 
happens repeatedly, the body learns to live in a constant state of 
‘readiness for com bat' with all the distrust, aggression, hyper-vigilance 
and sleeplessness that entails. As scientists learn more about what 
trauma is, it becomes increasingly obvious that it is a complex mixture 
of biological, psychological and social phenomena.
Holocaust survivors, who were traumatized and became symptomatic, 
show a complex of psychopathological symptoms (Niederland, 1964, 
1968; Krystal, 1968,1978). These include anxiety, depression, memory 
disturbances, as well as a tendency to withdraw psychosomatic 
complaints and sleep disturbances. Their depression is partly due to the 
inability to mourn appropriately for relatives killed during the Holocaust. 
There are however, many authors who see this label as 'offensive' and 
oblivious to the complexities in survivor families (Epstein, 1979). Others 
acknowledge that many survivors show an unusual degree of psychic 
strength and resilience and have managed to energetically adapt to 
a new life in their country of immigration. (Jucovy, 1983).
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A long interval had to be crossed before the emotional reality of the 
children of survivors gained attention by the scientific community. 
Powerful individual and collective defense mechanisms, like denial and 
repression, combined to ward off thinking about how and whether the 
trauma of the Holocaust affected the children of survivors. Some 
distance was necessary before mental health professionals were ready 
to deal with the consequences of the parental trauma on the offspring.
The first publications regarding the offspring of survivors cam e from 
Canada (Rakoff, 1966, 1969;Sigel, 1971, 1973; Trossman, 1968). Sources 
for the observations came from clinical material gathered from 
individuals in psychotherapy and from surveys conducted by 
interviews. Some of the common features identified in this group 
included conflicts arising from inflated parental expectations and the 
need to compensate the parents for their enormous losses.
The children, who are the focus of this review, were born into a 
complex array of emotions (Krell, 1979). On the one hand, they were a 
tangible evidence of one’s survival and therefore very precious, but 
they were also born into a world that their parents experienced as a 
dangerous place. Many of these children were named after relatives 
who were killed, and such naming could have led to perceiving them 
as ‘replacement children’ (Krell, 1979). A confusing mixture of hope, 
despair, anger, and unrealistic expectations greeted the birth of these 
children.
There is a consensus in the scientific literature, that survivors had a 
distinct influence on their children. Both clinicians and researchers 
agree that the trauma suffered by Holocaust survivor parents, 
manifested itself in their children, and revealed itself either in
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psychopathological symptoms or in specific character traits. (Last et al. 
1981). There is however no consensus about how to understand the 
differences between clinical cases and empirical research, what was 
transmitted from mothers to daughters of survivors and how to 
conceptualize this vastly complex phenomenon. My aim in writing this 
review is to explore some of this complexity. I will start by describing 
what clinicians first and researchers later found in relation to the 
content of the transmission from Holocaust survivor mothers to their 
daughters. I will talk about the phenomena of research carried with 
non-clinical daughters of mothers from a Holocaust survivor population 
that nevertheless becomes pathological when exposed to stress. I will 
end by describing an integrative, and in my view promising, view of 
trauma transmission. This view proposes four different models of trauma 
transmission that can be used independently or in various 
combinations to shed light on this highly complex phenomenon.
Critical analysis of the various research and clinical studies and 
implications for practice are tentatively offered.
While there are various ways of understanding the integrative 
approach (Woolfe et al. 2003), for the purposes of this review, 
integrative approach is understood to be is an on-going process in 
which the riches found in the therapeutic world and beyond, are 
integrated into an existing theoretical orientation. In other words, 
integrating contributions from the worlds of family therapy, social 
psychology and biology into the mostly psychoanalytic thought that 
dominated the discourse about the second generation in the past. 
Also, my approach is informed by seeing the locus of integration as 
taking place within the therapist or researcher (Clarkson, 1995). Hence, 
the emphasis is on the moment-by-moment use of self- in- relationship, 
in the understanding of the psychological phenomena under 
consideration. In that way what is examined is viewed from a slightly
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constructionist perspective: as there is no access to absolute reality, all 
paradigms are merely tentative constructions of ‘what is’ (Gergen, 
1997). The use of perspectives that offer helpful understanding to the 
matter under scrutiny is therefore seen as a welcome contribution.
This literature review will focus primarily upon daughters of mothers who 
are Holocaust survivors. The Holocaust is seen as a massive trauma and 
as such similar to other massive traumas that have occurred and might 
have affected future generations. For the purposes of this review I am 
going to include in the term Holocaust survivor, mothers who spent time 
in concentration camp, in forced labour camps, on fhe run, in hiding or 
as partisans during the German occupation of Europe in the Second 
World War. Offspring of Holocaust survivors will include those daughters 
who were born to mothers who are Holocaust survivors after the war 
and are also called ’second generation’ .
STUDIES OF CLINICAL CASES
The early studies on children of survivors focused on families that 
referred themselves for psychological treatment, and it took time to 
realize that maybe the cause of the psychological distress of the 
children was linked to their parents being Holocaust survivors. 
Kestenberg (1972) devised and sent questionnaires to colleagues in 
several countries, inquiring about their experience of analyzing children 
of survivors, she learned from the responses that the link between the 
patients’ problems and the history of their parent’s persecution had 
never occurred to the clinicians. During the 80s, an unusual number of 
children of Holocaust survivors were seeking professional help. Based 
on clinical work with such patients, there were some clinicians (Barocas 
et al. 1980) who found similarity between the symptoms displayed by 
the children of Holocausf survivors and fhe ‘survivor syndrome’ 
described in the literature by Niederland (1964). These clinicians found
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that the children of Holocaust survivors suffered from poor object 
relations, low self-esteem, negative identity formation and 
considerable personality constriction. According to Barocas et al. 
(1980), this population also exhibits increased vulnerability in stress 
situations and some temporary blurring of ego boundaries when 
confronted with experiences that evoke the Holocaust. Bergmann 
(1983) suggested a failure to achieve autonomy in adolescence and a 
certain dynamic within the family that made it difficult for both parents 
and children to separate from each other. He thought that the 
individuation process of the children was sometimes perceived by the 
parents as threatening, because it acted  as another loss and 
reactivated the lifelong mourning these people were in the grips of. 
Some daughters of Holocaust survivor mothers developed acute 
anxiety, phobias, and panic attacks when faced with having to leave 
home or in any other way separate physically or symbolically from the 
survivor mother. Many of these second generation daughters suffered 
guilt about wanting to be different from their parents because their 
development of a separate sense of self was experienced by them as 
a narcissistic injury to the family’s precarious stability. Separation was 
further hampered by the need of the offspring to suppress any 
manifestation of anger because that was easily taken by the survivor 
parents as ‘being like the Nazis’ and provoked further guilt. Survivor 
parents continued to feel vulnerable and scared of being punished for 
the slightest manifestation of anger, they continued to emphasize to 
their children the need to submit in order to survive, promoting by this a 
masochistic style.
Barocas et al. (1980) found in their case load of patients who were 
daughters of survivors also sexual inhibitions as well as sadomasochistic 
imagery such as being raped by a Nazi. Bergmann (1983) reports cases 
in which the experience of the parent has a way of breaking into the
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life of the child to the extent that it has been designated as a ‘double 
reality1. These daughters lived in the real world but were also 
transported back into the Holocaust world of the parents, particularly in 
the presence of certain triggers. In fact Kestenberg (1983) talks about 
the second generation responding to an unconscious request by the 
parents to go back with them to live what the parents have not 
managed to process. She called this process transposition. The closer 
the child was to the psychotic end of the spectrum, the more such 
breakthroughs’ occur and interfere with her life in the present.
Two studies with clinical populations that involved daughters of 
survivors will now be presented. The first one relates to orthodox Jewish 
patients requesting therapy from public psychological services in New 
York, and the other describes clinical cases seen in a private practice 
of a psychoanalytic feminist practitioner.
Case studies within Hasidic and Ultra-Orthodox Jewish populations
This project aimed to provide psychological services for survivors and 
their children, following a request for help from the Hasidic group in 
New York City in the autumn of 1974 (Siegel, 1980). This step of asking 
for help from outside sources is most unusual for this group that highly 
values its autonomy and privacy. This drastic step on their part reflects 
the severity of the problems that this community was facing. While 
describing the particular life style of this community is beyond the 
purpose of this work, it is important to remember that people in this 
group follow the practice of the Jewish religion very strictly, have a 
generally strong resistance to outside influence, and have strong 
mystical inclination and group loyalties. Also, whilst not necessarily 
psychologically minded, these people value all intrapsychic events like 
dreams and words, and have a culturally developed inclination to trust 
people who have a certain authority and are then seen as imbued 
with special powers. The dominant view of the Holocaust in this group is
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that it was brought as a severe punishment for failure to follow 
Halachic order absolutely. These distinctive cultural characteristics 
have shaped group and individual responses to the Holocaust. Siegel, 
(1980) described the symptoms prevalent in this group.
Many women, daughters of survivors, suffered from postpartum 
reactions. These included neurotic reactions like feelings of helplessness 
and depression, as well as psychotic states. All cases had a marked 
hysterical component that carried a secondary gain by allowing them 
to get permission to use birth control because of their difficulties. 
Another common symptom was described by Shapiro (1972) as 
’symbiosis in adulthood’ and consisted in a temporary psychotic 
reaction between women and their husbands as well as a more 
resistant variant of this illness. A third pathological manifestation found 
had to do with chronic pain-dependent behaviour patterns. This 
manifested itself by painful procedures as preparation for sleep, 
denigrating moral attitude toward themselves and accident 
proneness. These masochistic tendencies were exacerbated by the 
combination of rage and guilt often seen in this society. Some 
masochistically tinged sexual fantasies that involved Nazis have been 
elicited from many women who were daughters of Holocaust survivors. 
Identification with their passive mother-victim was also seen as being 
realized via such fantasy.
Implications for treatment
Siegel (1980) advocates brief and more often symptomatic treatment 
with this population. He agrees with Rabkin (1977) about the need for 
strategic treatment techniques. He emphasizes the importance of 
being attuned to the religious beliefs and customs of the Hasidic 
groups by the therapist without presenting him/herself as a threat to 
deeply held traditions. Also the women in these communities 
according to him are more psychologically aware and ready for
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psychotherapy than the men and he explained this by women having 
fewer practical outlets in work and being burdened by many children 
to look after, which leaves them much more vulnerable especially after 
childbirth.
Case studies of second generation daughters seen by a feminist 
psychodynamic therapist
Vogel (1994) becam e interested in a number of female patients she 
was treating who had things in common. She felt that some of these 
women had a psychic trauma that originated in the patient’s care­
giver who had experienced a traumatic event, in response to which 
her patient was now suffering inexplicable symptoms. These symptoms 
included fear, anxiety, depression, flashbacks of things never 
experienced, nightmares and obsessions with phenomena out of their 
range of experience. The notion that the trauma experienced by the 
parent can be a source of post-traumatic manifestations in the child 
was absent from the professional mental health discourse until the 
pioneering research of Danieli (1982). Vogel felt that Danieli’s 
observations were helping her to think about her patients. She was 
intrigued by Danieli’s observation that not all children were receptive 
to their mothers' trauma in the same way. Vogel thought of gender as 
an important factor in the child’s vulnerability to the experiences of 
parental trauma. In Vogel’s experience these more vulnerable and 
open children were usually daughters. The group of six women, whom 
she saw as therapist, consisted of Jewish women, and all had mothers 
who have gone through major traumatic experiences. All the 
daughters experienced their traumatized mothers as unable to talk 
about their ordeal. The mothers thus becam e incomprehensible to 
their daughters. All the daughters knew was that something bad and 
unspoken-of had happened to their mothers. Vogel understood these 
patients as possibly experiencing the psychological effects of traumas
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not their own. Vogel used the self-in-relation model (Jordan et al. 1991) 
to explain her findings. According to this model girls’ sense of self 
develops via bonds of empathy and projective identification with the 
mother (a same-gender care-giver). Unlike boys, girls’ sense of identity 
comes from their ability to connect and feel alike (Chodorow, 1978). 
The daughter’s self-boundaries are more fluid, more open and more 
vulnerable to encompassing whatever the mother carries within herself. 
When the mother carries a trauma from which she must, for her own 
survival distance herself, the daughter is likely to absorb the trauma 
unknowingly. This way of thinking of the transmission of trauma seems 
similar to Schwartz’s idea of direct nongenetic transmission of trauma. 
(Schwartz et al. 1994). This is a mechanism of projective identification 
which is seen as one of the ways in which the survivor parent tries to rid 
herself of terrible memories and the feelings associated with them 
(Davidson, 1992). Through the mechanism of projective identification, 
experiences of the mother becom e mental properties of the daughter.
Vogel’s recommendations for practice
Vogel becam e interested to enquire about the traumatic experiences 
of her patient’s parents, and to check whether the daughter has 
become the receptacle of the traumatic parental material. When 
confronted with a case of direct transmission of trauma, the 
therapeutic stance advocated by Weiss et al. (2000) needs to aim at 
identifying and encouraging a process of regression in order to 
uncover the ‘near-identicalness’ between the inner experience of the 
second generation and that of the survivor parent. The objective of this 
process is to alert the daughter to the existence of direct transmission 
from her mother’s trauma in order to then facilitate differentiation.
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A note about methodology of both clinical studies
A critique of these early studies is that they lack scientific rigour. Most 
are based on a clinical population or a small number of clinical case 
studies seen in psychoanalytic treatment. The result is a pre-existing 
hypothesis of pathology (Solkoff, 1981). As to Vogel’s ideas about 
female offspring being more open and thus more vulnerable to the 
transmission of trauma from their mothers, there is no empirical 
evidence to suggest that more female than male survivor offspring are 
susceptible to their mother’s traumas.
EMPIRICAL STUDIES OF NON-CLINICAL POPULATION
The study of clinical cases in therapy created a picture of a highly 
pathological population. More structured research design that 
compared a non clinical second generation population with control 
groups on the other hand, did not find a substantial difference in terms 
of psychopathology. A series of controlled empirical studies with non- 
clinical populations was trying to study the differences between groups 
of second generations participants and matched control groups along 
various variables. For example, Nadler et al. (1985) were trying to 
compare the tendency to externalize aggressive impulses in reaction 
to frustrating events, and correlated this tendency with the feelings of 
guilt; Weiss et al. (1986) wanted to check whether the symptoms 
displayed by children of survivors could be explained as an 
’immigration e ffect’ ; Rose et al. (1987) wanted to observe the 
dynamics of the parent-child relationship in survivor families and the 
mechanisms by which trauma and psychopathology are assumed to 
be transmitted from Holocaust survivors to their children.
Methodologically these studies were trying to improve their sampling 
methods and use well validated reliable measures. Nevertheless, 
research into the transmission of trauma from parents to children is
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problematic because of the complexity and the large number of 
variables involved (Zillberfein, 1996). The findings of these research 
studies outline what was described by Weiss et al. (2000) as ‘Indirect 
transmission’, in other words, specific traits that might be due to deficit 
of parenting skills of the survivor parent that affected the child. These 
traits however, do not qualify as proper pathology and might be 
biologically inherited to some extent (Rowland-Klein et al. 1998).
An empirical research exploring the quality of engagement between 
mothers and adult daughters
This research, conducted by Halik et al. (1990), was asking the following 
question: in what way, might the Holocaust experience be reflected in 
the relationship between a mother survivor and her daughter? The 
picture of the Holocaust family that has emerged in the literature 
included extreme forms of enmeshment, symbiotic devotion, blurring of 
boundaries, and disturbances in communication ( Des Pres, 1976). An 
alternative view of survivor families ( Leon et al. 1981) suggested that 
non- Holocaust dimensions such as being part of an immigrant group 
might account for these results .The absence of pathology in the 
findings of research with non-clinical groups does not preclude 
however, subtle differences in patterns of relating between survivors 
and their children. These patterns might eventually, as will be 
demonstrated later in the section about non-clinical population under 
severe stress, become problematic. The study in question is grounded 
in a systemic perspective (Bowen, 1978). This perspective sees maturity 
as a correct engagement between parental protective ‘bonding’ to 
the child and the adult child’s ability to keep intimate relationships with 
the parent as well as independence from it. In this study the focus was 
restricted to the relationship within the mother-daughter dyad. The
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literature talks about daughters of survivors feeling torn between being 
protective toward parents they perceive as vulnerable, and feeling 
guilty in response to angry impulses toward them (Klein, 1973). 
Separation and individuation may suffer as a result (Podietz et al.,
1984). This study matched three groups of participants, on country of 
origin, education, social class, and age. One group included 
daughters of Holocaust survivor women who immigrated to Australia 
from Europe soon after WWII; the two control groups consisted of 
daughters of European immigrant women who left Europe just before 
the war; and daughters of Australian-born women. All participants 
answered two questionnaires measuring maternal protectiveness and 
‘personal authority’ (combination of intimacy and separation from the 
family of origin) in the family system, and a semi-structured interview 
assessing sociodemographics. Contrary to predictions, no significant 
differences were found on a measure of mothers’ protectiveness and 
care in their daughters’ first 16 years. It is however important to note 
that a significant number of survivor daughters reported in the interview 
lower levels of personal authorify and individuation with their mothers, 
while at the same time they reported similar levels of intimacy with her. 
For Holocaust survivor daughters, then, the difficulty seems to be in 
achieving individuation but not in achieving intimacy. When thinking 
from a systemic point of view, both these skills (capacity to achieve 
intimacy as well as autonomy) are seen as needed in order to achieve 
separation from the mothers. As daughters of Holocaust survivors 
perceived themselves as less able to maintain a clear self-definition, 
this while not pathological in itself, might become problematic under 
certain circumstances. A tentative explanation for this phenomenon of 
delayed self definition might be that daughters of survivor mothers 
need more time to explore and integrate the traumatic 
transgenerational legacy and historical imagery of the Holocaust that 
was passed to them, than would ordinarily be required. As relationships
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between survivor mothers and their daughters were not characterized 
by dysfunctional results, these difficulties in balancing intimacy and 
individuation may be viewed as a style of relating rather than as a 
destructive function within the family system.
Implications for treatment
Counselling psychologists treating women who are daughters of 
survivors need to facilitate the working through of the integration of 
parental traumatic history by the daughter, and encourage separation 
and individuation from the survivor parent which might entail long and 
arduous work because of the guilt a ttached to it that was mentioned 
earlier in the section dealing with the findings of clinical studies of this 
review.
While empirical research could not find any significant difference 
between second generations non-clinical population and control 
groups in terms of psychopathology it identified specific character 
traits typical to daughters of Holocaust survivor mothers who were 
sampled from the general population. While these traits are not 
pathological in themselves, they might becom e problematic in specific 
situations and cause difficulties in establishing separation and 
autonomy, cause anxiety, as well as create difficulty in the expression 
of anger and in establishing satisfactory relationships.
A note about methodology
The sample for this study was selected from a population of a uniformly 
high socio-economic background and so these findings might not 
generalize to lower-class Jews. Also, the possibility that there were 
personality differences between the groups that may account for the 
results obtained cannot be ruled out.
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STUDIES OF NON CLINICAL POPULATION UNDER STRESS
A line of research that identified situations in which the barrier 
between these two distinct groups (clinical and non-clinical 
populations) gets blurred, and daughters of survivors apparently free of 
symptoms becom e affected by the trauma (apparently dormant until 
that moment), is presented next.
A controlled study of cancer patients from a non-clinical second 
generation population
Baider et al. (2000) wanted to study female cancer patients who were 
second-generation Holocaust survivors, in an attem pt to determine 
whether they react to their illness with more distress than was the case 
for cancer patients who were not daughters of survivors. The 
researchers were interested to ascertain whether daughters of 
Holocaust survivors may function adequately in their daily activities, but 
be unable to cope with the emotion of extreme stress or severe life 
threatening situations. More than 200 women diagnosed with breast 
cancer participated in this study. About half of them were daughters of 
Holocaust survivors and the rest were allocated as a control group. The 
refusal rate was very low, suggesting that the two groups may be 
adequately representative of women diagnosed with breast cancer. 
Methodologically, this study was trying to avoid Solkoff’s (1981) criticism 
of early research, namely, that of flawed sampling. The two groups had 
similar background characteristics in terms of age, education, family 
status, number of children, and socio-economic status. Also, most 
participants were daughters of immigrants, in order to take into 
account Solkoff s (1992) view of the ‘immigrant e ffect’ as a potential 
contaminating factor. The participants had to complete three self- 
reports: the Mental Attitude to Cancer Scale; the Brief Symptom 
Inventory; and the Impact of Event Scale. While the two groups had 
identical mean scores on the Mental Attitude to Cancer Scale, the
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daughters of Holocaust survivors had scores on the Brief Symptom 
Inventory and the Impact of Event Scale that were substantially and 
significantly higher and in the range of psychopathology. The two 
groups were identical in their ability to cope in a practical way with 
cancer but they differed drastically on the two measures of 
psychological distress. The basic hypothesis of this study, that the 
second generation Holocaust survivors will react emotionally with 
extreme distress to a threatening event like cancer, was confirmed. 
These findings recall those of another study (Yehuda et al. 1998) that 
studied a group of physically healthy second generation Holocaust 
survivors and a comparison group and found that their response to the 
same traumatic event was different, with the second generation group 
displaying significantly higher prevalence of current and lifetime Post 
Traumatic Stress Disorder (PTSD) than was the case in the comparison 
group. In Baider et al.'s (2000) study, while the functional adjustment to 
cancer among the daughters of survivors was as good as that of the 
comparison group, their psychological distress was significantly greater. 
These findings and those of Yehuda et al. (1998) suggest to us that 
what is transmitted from mothers who are Holocaust survivors to their 
daughters is in fact a vulnerability to PTSD.
The findings of this study present us with a population that is not clinical 
in terms of mental health but that nevertheless is at risk of displaying 
psychopathology when under severe stress. Although the second 
generation in general does not differ from others in terms of 
psychopathology, their latent vulnerability might becom e more 
manifest after an additional stress (Dasberg, 1987).
Implications for treatment
We learn from this study that daughters of Holocaust survivors are 
particularly vulnerable to psychological distress and should be 
regarded as a vulnerable population at high psychological risk. This
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might be the case for the offspring of any severely traumatized parents 
like victims of war and forced immigration. Counselling psychologists 
need therefore to be particularly sensitive with these clients. They have 
to keep in mind that while these clients might seem to function 
adequately, they carry a risk of responding with a disproportionate 
amount of distress when having to face stressful situations. The reason 
for this is to do with a latent vulnerability to PTSD that was transmitted to 
them by the parent and might becom e active when faced with highly 
stressful situations. In such times, Kellermann’s (2001) recommendations 
are to encourage free expression of feelings, thoughts, and 
associations by the client that may have been unspoken of previously. 
Also he advocates helping these clients to express their seemingly 
unjustified anger, anxiety, and depression and tease out the 
preconscious processes that continue to feed the transmission of 
trauma from one generation to another. Kellermann found that a 
combination of individual therapy with group therapy of various 
orientations (expressive forms of music, art, psychodrama and 
bibliotherapy) is particularly useful. These sfeps are in his view aimed at 
providing these daughters of survivors with opportunities to gain some 
insight into the roots of the trauma that was transmitted to them, which 
needs to be followed by a gradual process of working through and 
end with the process of reintegration.
A note about methodology
While very careful consideration was given to the methodology of this 
study by taking into account Solkoff’s recommendations (1981, 1992), 
there are still some limitations to this study: first, most of the second- 
generation Holocaust survivors were born outside Israel, whereas the 
majority of the comparison group were born in Israel; secondly, the 
second-generation Holocaust survivors were in somewhat better 
medical condition. These differences might of course introduce some
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bias into the results.
ATTEMPTS AT BRIDGING THE CONFLICT BETWEEN THE RESULTS OF 
CLINICAL CASES AND EMPIRICAL RESEARCH
While clinicians identified daughters of Holocaust survivor mothers as 
having problems of separation and autonomy (Barocas et al. 1980; 
KestenbergJ 982; Levine, 1982), problems in the regulation of 
aggression (Freyberg, 1980), pathological identification with parents 
(Newman, 1979; Danieli, 1982; Kogan, 1989), depression 
(Newman,! 979; Freyberg, 1980), feelings of guilt and defective super­
ego functioning (Levine, 1982; Bergmann et al, 1982), these findings 
cannot be generalised to the larger population of offspring of 
Holocaust survivors because they were based upon uncontrolled 
clinical samples (Brom et al. 2001). Non-clinical studies have attem pted 
to confirm the clinical impressions and have focused on a variety of 
variables such as psychological symptoms (Russel et al., 1985; Rose et 
al., 1987), psychopathology (Weiss et al. 1986; Schwartz et al. 1994), 
personality characteristics (Leon et al. 1981; Zlotogorski, 1983; Nadler et 
al. 1985), and communication patterns in the family (Lichtman, 1984; 
Felsen et al. 1990). In these empirical studies, however, no significant 
differences were found between the offspring of Holocaust survivors 
and comparison groups on measures of psychopathology as assessed 
by either validated paper-and-pencil instruments or by structured 
diagnostic interviews. There were attempts to bridge this dichotomy 
and offer an overarching scheme within which both these extremes of 
the spectrum could find their place. An example of such an attem pt is 
presented now.
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An attempt to create a methodological bridge
Brom ef al. (2001) devised a study that had the aim of bridging the gap 
between clinicians and researchers. They were trying to undo the 
divide between clinical research that consisted of systematic attempts 
to understand daughters of Holocaust survivor mothers referred for 
therapy and the non-clinical controlled empirical research that 
traditionally was focusing on daughters of Holocaust survivors from the 
general population irrespective of help-seeking behaviour. The 
challenge was to combine clinical sensitivity, normally part of clinical 
studies with strict adherence to methodological principles, normally 
applied in empirical structured research with non-clinical population. 
The solution to this challenge was to conduct a double-blind study, 
using therapists as measurement instruments. This is a new 
methodology. The researchers developed a clinical interview that 
attem pted to study the long-term consequences of massive trauma 
upon the offspring of Holocaust survivors, as well as capture the 
therapists’ impressions of the women they interviewed. The authors 
conducted their study under very strict methodological conditions. For 
example, both interviewers and interviewees were unaware of the 
actual purpose of the study, the sampling of the population was 
random, experienced psycho dynamically trained clinicians 
conducted the assessments, a matched control group was used and 
quantitative scales were used to record clinicians' impressions. The 
most outstanding finding of this study is the difference in interaction 
patterns between the daughters of Holocaust survivors and the control 
group. The daughters of Holocaust survivors had more problematic 
relationships with their parents, showed a greater tendency to enter 
into ambivalent relationships, had more difficulties putting their needs 
aside and attend to the needs of their children and their lives were 
more intertwined with the lives of their parents. These findings confirm 
the clinical impressions that the main difference between daughters of
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Holocaust survjvors and their peers is related to difficulties in separation 
from their mothers (see the negotiation of separation-individuafion 
phase as described by Mahler, 1975). These findings also confirmed 
previous findings assessed by empirical research with non-clinical 
population that found no differences in psychopathology between the 
offspring of survivors and their peers. These findings help us to make 
sense of what seemed in the past as an insurmountable gap between 
the findings of clinical studies and those of empirical research. We can 
now assert that there are specific interactional patterns within the 
family of origin of the daughters of survivors that appear to have 
influenced the second generation (Lichtman,1984) and higher indices 
of incomplete separation-individuafion processes when compared to 
those of a control group (Zilberfein, 1996) . Daughters of Holocaust 
survivors however, do not, as a group, exhibit more psychopathology 
than controls (Schwartz et al. 1994). While we acknowledge this, it is 
however important to remember that they are more at risk of 
developing pathology because of their particular psychological 
structure around separation-individuafion issues. These specific 
patterns do not necessarily lead to psychopathology but they mean 
that what these daughters inherit from their survivor parent is an 
inability to shift appropriately between closeness and distance in their 
relationships, and this weakness might prevent them from recruiting 
enough social support in time of stress and thus leave them more 
vulnerable at those times. These findings might account for the fact 
that some daughters of survivors becom e pathologically affected by 
their mothers’ trauma, some are symptom free but possess some 
specifically typical character traits and some are symptom free but are 
at increased risk of reacting pathologically to severe stressful sifuafions 
because of the vulnerability they have inherited from their mothers to 
PTSD.
I l l
Implications for practice
As the interaction between daughters of Holocaust survivors and their 
partners might suffer as a result of the particular pattern of separation- 
individuafion that they have inherited from their survivor parent, they 
might need help in managing ambivalent relationships and unhelpful 
patterns of relating with their children and parents. This might include a 
spell of family therapy or couple therapy in order to help them 
negotiate these relationships with more autonomy. Also under stressful 
situations this non-clinical but vulnerable population can become 
particularly distressed, and this might be a piece of preventive 
educational advice that might be given to them, so that they do not 
ignore this risk and abuse themselves unnecessarily.
Limitations of this study
Relatively small sample of women only, while the measures used were 
developed in cooperation with psychodynamic therapists and thus 
highly relevant and valid from a clinical point of view, their empirical 
validity needs to be further investigated.
TOWARDS AN INTEGRATIVE MODEL OF TRAUMA TRANSMISSION
The split between the observations of clinicians (that daughters of 
Holocaust survivors were suffering from emotional distress) and the 
failed attempts of researchers to confirm these observations with more 
objective and reliable instruments seem to becom e less sharp. In fact, it 
does not make much sense any longer to ask whether children of 
Holocaust survivors in general are more disturbed than others, but we 
need to continue and outline the specific characteristics of this clinical 
subgroup of Holocaust survivors and further understand the specific 
internal structure they possess and how various factors influence this 
particular trauma transmission they have inherited. In other words, 
according to clinical experience and empirical research, this clinical
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population, compared with other sufferers of emotional problems, 
seems to have specific disturbances more or less focused on difficulties 
in coping with stress and higher vulnerability to PTSD.
While investigating whether and to what degree daughters of 
Holocausf survivor mothers have absorbed the traumas of their 
mothers, the need remains to further clarify what is transmitted and 
how it happens. (Kellermann, 2001). How can a trauma be transmitted 
from one generation to another? Could we think of it by borrowing 
images from the world of Physics and see it as a passage of information 
or energy between transmitter and a receiver?
I will follow Kellermann (2001) in tentatively trying to explore four 
theoretical approaches that have been offering a contribution 
towards the understanding of trauma transmission: namely, 
psychodynamic theory, sociocultural, family systems and biological 
models of transmission. These various ways of thinking about 
transmission contain the various ingredients that have been identified 
so far to influence the process of trauma transmission. According to this 
view trauma transmission in a child of a Holocaust survivor is a function 
of unconscious parental emotions as seen by psychodynamic theory, 
inadequate parenting, as seen by social theory, family enmeshment as 
proposed by family system theory and a hereditary predisposition as 
claimed by biological models. Whether hereditary, or environmentally 
inflicted, specific manifestations of trauma transmission can be 
explained as being determined by any or all of the above mentioned 
psychodynamic, sociocultural, family systems and biological factors or 
by a combination of these.
I will next describe each of these perspectives into understanding 
trauma transmission. I will also point to a study (mentioned above) in 
which a particular approach is offered.
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Psychodynamic model of transmission
This model claims that emotions that could not be consciously 
experienced by the first generation are passed on to the second 
generation. The child thus unconsciously absorbs the repressed and 
insufficiently worked-through Holocaust experiences of the survivor 
parent (Kellermann, 2001). As seen by this model, the parent 
unconsciously externalizes the traumatic part of herself onto the child 
and the daughter becomes a reservoir for the unwanted traumatic 
parts of the mother. It then becomes the daughter’s task to mourn and 
reverse the feelings of helplessness that actually belong to the mother 
(Volkan, 1997), Rowland-Klein et al. (1998) have proposed a form of 
projective-identification as a way to explain the mechanism in which 
the trauma is being transmitted: the mother projects Holocaust- related 
feelings and anxieties into the daughter and these are introjected by 
the daughter making her feel as if she herself had experienced the 
Holocaust, and causing her psychological distress. Throughout this 
process parents tend to displace their own repressed grief upon their 
children and then see them as ‘memorial candles in Holocaust ca p e ’ 
(Wardi, 1992). Vogel’s study mentioned above (see p. 100), in which 
she found signs of traumas in her patients that were actually not their 
own but experienced by their mothers, is an example of how 
transmission of trauma can be explained, namely, a projection of 
unwanted material by the traumatized parent and an introjection of it 
by the child who then displays symptoms of distress.
Sociocultural model of transmission
Transmission in culture is well described in social psychology (Heller, 
1982). Social learning and socialization models of transmission focus on 
how children of survivors form their own images through their parents’ 
child-rearing behaviour, for example various prohibitions, taboos, and
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fears. In much of this literature, Holocaust survivors have been 
described as inadequate parents, bombarding their children with 
messages about how dangerous the world was and a sense of an 
impending danger, that the child may have absorbed. We may 
assume, however, that Holocaust survivor parents influenced their 
children not only through what they did to them in terms of actual 
child-rearing behaviour but also through who they were in terms of role 
models and the social context in which their life revolved. In the study 
mentioned above by Siegel (1980) (see p. 98), we can see an example 
of a phenomenon that can in part be explained as a transmission of 
trauma seen through a social model. The unique symptoms displayed 
by the Hassidic women such as post partum psychoses, hysterical 
reactions and a particular masochistic imagery can be seen as a 
socially constructed way of dealing with the trauma that was 
transmitted to them by their parents and can be fully made sense of 
only with this particular social model in mind. The treatment they were 
offered had to take this particular social context and their cultural 
peculiarities into account, in order to make the intervention effective.
Family systems model of transmission
Unconscious and conscious transmission of parental traumatization 
always takes place in a certain family environment. The more 
pathological Holocaust survivor families are described as fight isolated 
islands, in which parents and children are over-committed to each 
other. It is not surprising that problems around individuation and 
separation (Klein, 1971; Barocas et al. 1980; Freyberg, 1980) and 
attachm ent (Bar-on et al. 1998) arise. Parents like this, who care too 
much and who become overly involved and intrusive, tend to enmesh 
their offspring in the crossfire of their own emotional problems and bind 
them unto themselves in a manner that makes it difficult for the
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children to becom e independent. Children in families like these often 
end up looking after their parents in a sort of role-reversal 
conceptualized by Metzger-Brown, (1998) as ‘defensive care taking', 
and ‘enmeshment’ by Seifter-Abrams (1999). Much trauma transmission 
occurs through non-verbal, ambiguous and guilt-inducing 
communication (Klein-Parker, 1988; Lichtman, 1984) and especially 
through the ‘conspiracy of silence’ (Danieli, 1998). The subliminal 
mediating influence of parental communication style, through either 
over silence or over preoccupation (Sorscher et al. 1997), may be a 
major reason for the difficulty many daughters of survivors have when 
trying to connect their sensations of fear, sadness and vulnerability with 
actual memories of the experiences of their parents. The study 
mentioned above (Halik et al., 1990) (see p. 103), where the daughters 
of survivors were found to be less able to becom e autonomous, 
probably because of the more com plicated images of trauma they 
had to process before being able to separate from the mother, is an 
example of phenomena that can be understood with the help of this 
model. This kind of enmeshment within the family is fhe way family- 
system -theory understands and explains the effect of the trauma and 
its transmission within the family.
Biological model of transmission
This model is based on the assumption that there may be a genetic 
and / or a biochemical predisposition to the aetiology of a person’s 
illness, Volkan (1997). Perry (1999) carried this hypothesis further 
claiming that memories of fear can be carried across generations 
through physiological processes and manifest in the genome. While this 
model of transmission is open to debate, it provides another helpful 
theoretical context in which to locate the transmission of trauma. This 
model then claims that genetic memory code of a traumatized mother 
may be transmitted to the daughter through some electricochemical
116
processes in the brain. The neural organization of various memory 
systems in the mother (for example hyper alertness) would lead to a 
similar organization in the child. Van der Kolk et al. (1996) found a link 
between the long-term effects on the neurochemical responses to 
stress in traumatized parents and some biological vulnerability in the 
child, and hence hypothesize that children of Holocaust survivors who 
are born to severely traumatized parents would then be predisposed to 
PTSD. This perspective into the understanding of transmission of trauma 
could be seen as operating in the women diagnosed with cancer, 
mentioned above in the study of Baider et al. (2000) (see p. 106), 
where non-clinical population of daughters of Holocaust survivor 
mothers, diagnosed with breast cancer were found to react to their 
illness with pathological levels of stress when compared to a control 
group.
Adelman (1995) interviewed twenty pairs of mothers, Holocaust 
survivors and their daughters, about the mothers’ memories of the 
Holocaust. Through analyzing their narrative at different points of their 
story, she was able to identify the particular way in which these 
wom en’s memory was organized. In fact, Adelman argues that these 
women possessed two separate ways to encode memories: one for 
traumatic memories and the other completely separate for non 
traumatic memories. Adelman’s findings show that these modes of 
organization do not interfere with each other. Instead they exist side by 
side. The traumatic material of the Holocaust is encapsulated in a 
universe with its own unique regulation and definitions of self and 
others. The daughters of survivors display regressive shifts in their 
affective organization, when under the stressful conditions of recalling 
the traumatic memories of the Holocaust. This regression manifests itself 
in acute anxieties over separation phenomena. This does not intrude 
however on a stable level of adaptation displayed when recalling non
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traumatic memories. The biological model of transmission is congruent 
with these findings.
I am further reminded of Giller’s (2004) comment about trauma as a 
complex mixture of biological, psychological and social phenomena.
CONCLUSION
This review was trying to follow some of the literature dealing with the 
transmission of trauma from mothers who are Holocaust survivors to 
their daughters. The rift between clinicians and empirical researchers 
becomes less relevant and the current thinking is of some particular 
inner organization that in extreme cases can be the source of 
pathology as well as becom e pathological under stress, but is not 
pathological as such. There is still an ongoing attempt to understand 
what is being transmitted, how, by what kind of mother, and to what 
kind of daughter. Kellermann’s (2001) view of understanding this 
phenomenon through an integrative perspective is presented here as 
a flexible enough and comprehensive enough way to approach this 
complex phenomenon. While a lot more is left to investigate in relation 
to the aggravating and mitigating factors that intervene in this 
transmission of trauma , it is clear that the clinical population of 
offspring tend to present a specific ’psychological profile’ that includes 
a predisposition to PTSD, various difficulties in separation-individuation 
and a vulnerability when coping with stress. I am wondering about the 
lack of studies carried out in England, comparing to the wealth of them 
in Israel and North America. This is surprising in the light of the large 
Jewish population of Holocaust survivors who settled in England after 
the war. Exploring the reasons behind this phenomenon might be an 
interesting enterprise in the future. I tend to support De Graaf (1998), 
however, in thinking that the problems met in families of Holocaust 
survivors have probably some universality to them, in common with 
those faced by children of traumafized mothers elsewhere.
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APPENDIX A
USE OF SELF: REFLECTIONS
My father is a Holocaust survivor and my mother is not. Like many other 
survivors, my father talked very little about his days in Auschwitz. I knew 
that he was in the camps and that he lost both his parents, two siblings 
and many other relatives, but I protected myself as a child, by thinking 
that he was old enough to cope with it when it happened. My father 
was not screaming in his sleep or conveying distress in any other 
obvious way. It was much later in my life that I realized how tortured he 
must have been at the tender age of fifteen. The enormity of what had 
happened and how awful it must have been for him and by 
implication for me becam e clear gradually.
I then becam e interested in learning more about what happened in 
the Holocaust and the effect it had on people like me - the so called 
‘second generation*. I read and asked a little but the search was 
always tinged with apprehension and done in secret. The appeal that 
the PsychD course had for me was partly in the chance it offered to 
conduct some research on this topic. It felt relatively safe to approach 
the subject under the aegis of academ ia
Still, once started, my resolve to go ahead with this topic had to 
contend with the emotional impact of some of the literature on me. 
Most of the empirical research was easier to assimilate, due to its more 
structured stance, which created a protective shield and contained 
my feelings. The more descriptive material, on the other hand, 
produced floods of tears. At other times however, I felt numb which I 
think was a defensive way of dealing with the im pact of what I was 
reading. Some of it was painful to absorb.
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Together with my supervisor it was thought that as my mother was not a 
Holocaust survivor, focusing on daughters of mofhers who were 
Holocaust survivors would prove easier and would facilitate much 
needed distance.
I forgot that my father lost two close female relatives in the war: his 
mother and his sister. I was named after his mother and heard 
relatively a lot about her as a person. The situation however was 
different in relation to the sister. This sister was 12 at the time of the 
Holocaust and was too young to be chosen as a labourer in the camps 
during selections. She was sent to the gas chambers and then got 
burned. On a conscious level this aunt was just a name. I felt that my 
father had guilty feelings in relation to her about surviving. He was just 
three years older than her, but old enough to be selected for work 
rather than immediate death. He survived. There were no official 
records about her fate. My father had to come to terms with the 
painful recognition of her death.
I never thought about this aunt much, but to my surprise, just as I was 
starting to collect material for the review, I had a dream about her. In 
my dream she did  survive. We somehow found her and everybody was 
nearly sure that she was the lost sister. She took me in the dream to see 
her flat and I noticed that she must have had a very difficult life. She 
was living on her own, working and lonely and sad but had also 
something very dignified in her demeanor. Once in her tiny flat I 
spotted the presence of a broom and a dust pan in the corner and I 
pointed in their direction. She shook her head to say ‘No’ in response. 
Her hair looked like the hair of my middle daughter who is now twelve 
years old (the age this aunt was when killed). I understood this dream 
as some unconscious endorsement of this aunt that was lost and 
largely forgotten (despite being very active in my father's unconscious
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mind probably, which I must have picked up). Having a daughter of 
the same age, as well as starting to think of females in relation to the 
Holocaust for the purposes of my research, reawakened the dormant 
memory of this aunt that was turned into ashes. It all of a sudden 
becam e tangible to me that she existed and was killed and was not 
allowed to grow up and live her life and I cried and grieved for her 
which was maybe something my father was never able to do properly 
and fully before. In the dream we found her and despite the fact that 
her life was austere and difficult she managed to stay alive and to say 
no to becoming dust.
Searching about the Holocaust for this literature review helped me to 
bring back to life some dormant aspects of my history.
It was a small celebration of the survival of my father despite the 
massive losses. It helped me to explore the different effects of this 
‘worse than a nightmare’ past on the children of victims. While at times 
I felt that I was nearly trivializing something that was so imbued with 
suffering and loss and which essentially defies words, I also felt that the 
very attem pt of studying this topic was one more triumphant step in a 
long journey of healing that I was accomplishing. While not fully 
recognizing any particular problems in the area of ‘separation- 
individuation’, which as the review shows are very typical to this group,
I could identify with feeling that I was potentially more vulnerable when 
it cam e to coping with stressful situations, and could react with high 
levels of distress. This position is apparent in my endorsing the view of 
non-clinical population being nevertheless a population at risk when 
exposed to stress. I feel that exploring this topic through research is 
going to be another important step along the road of my process of 
individuation.
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EXPLORING THE EXPERIENCE OF WOMEN WHO WERE BORN TO 
HOLOCAUST SURVIVOR MOTHERS: AN INTERPRETATIVE 
PHENOMENOLOGICAL ANALYSIS STUDY
ABSTRACT
The aim of this study was to explore what the experience of women 
who were daughters of Holocaust survivors and born after the war was 
like. Ten women who fulfill these criteria were interviewed. The data 
were analyzed using interpretative phenomenological analysis. Six 
super ordinate themes emerged, conveying a taboo on 
communication within these families, and high degree of dissatisfaction 
with the mothering received, as perceived by the daughters. There are 
also themes of abuse and neglect, as well as evidence of ‘direct 
transmission of trauma’ (transposition) between mothers and 
daughters. Lastly, there is a higher than expected degree of 
pathology, in this group that was selected from a ‘non clinical’ 
population.
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EXPLORING THE EXPERIENCE OF WOMEN WHO WERE BOHN TO
HOLOCAUST SURVIVOR MOTHERS: AN INTERPRETATIVE 
PHENOMENOLOGICAL ANALYSIS STUDY
INTRODUCTION
Children of Holocaust survivors have been the object of special 
attention by clinicians and researchers alike. There is an ongoing 
interest in trying to establish if and in what way the traumatic 
experiences of their parents affected them. At present however, the 
transgenerational effects of the Holocaust on the second generation 
remain controversial (Kellermann, 2001). While clinicians met in their 
consulting rooms people who suffer a variety of symptoms, empirical 
research found very little difference between the non-clinical offspring 
of Holocaust survivors and control groups, despite attention to 
methodological rigour. Some therefore claim that being such a diverse 
group, it defies generalization. Rieck (1994) even argues that the effect 
of the Holocaust as a strengthening factor was largely ignored and 
might be particularly relevant in some cases. When trying to 
conceptualize what was transmitted from survivors to their 
descendants and in what way, the idea of a dual non-genetic kind of 
trauma transmission was suggested. Two types of non-genetic 
transmission were described: indirect transmission and direct one. The 
indirect one is the result of a general deficit of parenting skills of the 
parents, which resulted from their past traumatic experiences and 
affected the child (see Weiss et al. 2000). The direct transmission, 
sometimes called Transposition, was described by Kestenberg (1982), 
Wardi (1992) and Kogan (1995) and described an intimate knowledge 
of trauma and endurance, that is typical of the second generation 
and perceives the offspring as being immersed in their parents’ story. 
This means a process by which the offspring of Holocaust survivors live 
aspects of their parents’ trauma as if they were their own. This view is by 
no means universally accepted within the academ ic community. For
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example Hazan (1987) disputes the construct of ‘second generation’ 
altogether, and condemn it as stereotyping.
When writing my literature review (Abeles-Srebernik, 2004) I focused on 
the transmission of trauma between mothers who survived the 
Holocaust and their daughters. In trying to understand the specificity (if 
any) of this particular dyad, I found Vogel’s (1994) ideas very intriguing. 
In particular I was challenged by her view that was echoed also in 
Gilligan’s (2003) ideas. According to Vogel, wom en’s development 
can be described as progressing along a growing capacity for 
empathy and connectedness rather than separation and 
individuation. Vogel found this to enhance the permeability of ego- 
boundaries in women and between them. I thought of these ideas in 
relation to the relationship between daughters and mothers who were 
Holocaust survivors and wondered whether the daughters in this 
mother-daughter dyad might be particularly vulnerable to direct 
transmission from their mothers as a result. I was also wondering 
whether daughters of mothers who are Holocaust survivors will be more 
affected generally by belonging to this particular group and will show 
more pathology than is generally reported in the literature when 
dealing with non clinical groups. While I resolved to keep an open 
mind about the above and not be guided by what could be criticized 
as the tyranny of ‘mental constructs’, I felt inspired to look closer into 
the experience of daughters of mothers who are Holocaust survivors.
My aim in conducting this Qualitative research was to gain an insight 
into the personal experience of women who are daughters of 
Holocaust survivor mothers. In particular the study wanted to explore 
how and in what way they ‘share’ with their mothers the experience 
and memory of the mother’s trauma. Also, in the light of this, I wanted 
to understand more about how these women feel about negotiating
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separation from their mothers. 1 formulated the following research . 
questions:
© What does it mean to be a daughter of a mother who is a 
Holocaust survivor?
© How do daughters of Holocaust survivor mothers come to terms 
with what they perceive of their mother’s war time ordeal?
• What is the reported relationship between having a mother 
who is a Holocaust survivor and the experience of daughters 
when trying to carve an independent life for themselves?
Because of the sensitivity of this topic, I expected the interviews to 
generate a complex mixture of defenses, feelings and unconscious 
responses both in me and in the responses of my participants, and so I 
felt that locating this study within psychodynamic theory will be 
appropriate and will facilitate the understanding of the data that 
might emerge.
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METHOD
Sampling procedure and participants
Being unclear regarding the number of women who meet the inclusion 
criteria in England (being a daughter of a mother who survived the 
Holocaust and was born after the war); it felt that an aggressive 
recruiting campaign had to be launched, to guarantee maximum 
exposure to potential participants. This was carried out via an ad in a 
major Jewish weekly (The Jewish Chronicle); ads in newsletters of 
various synagogues; ads in public libraries in Jewish areas and fliers 
distributed in various Jewish institutions (schools, synagogues etc.) I was 
contacted by many potential participants, who phoned and emailed 
me to express interest, ask for further information and volunteer to take 
part. Following some preliminary selection I met potential participants 
in order to explore further their suitability and willingness to go ahead. 
Participants were provided with ‘An Information Sheet for Participants’ 
(see Appendix A) to read and use as a ‘spring board' for further 
clarification. As soon as they were clear about the study’s aims, 
procedures and confidentiality guidelines, I asked them to give their 
consent by signing a ‘Consent form ’ (see Appendix B) in order to 
confirm that they felt comfortable to go ahead. Following this, . 
participants were asked to complete a ‘Demographic Questionnaire’ 
(see Appendix C) which helped to gather basic information about 
them and ensure that they fulfilled the criteria for this study.
Ten participants were selected, and pseudonyms were given to all of 
them to preserve anonymity. The biographical data of the 10 
participants are presented in Table 1 (see Appendix D )1
1 See ‘instructions for authors’ of chosen journal ‘Women & Therapy’ 
(Appendix E) for rules regarding presentation of tables
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Procedure
Data were collected through interviews. I devised a semi-structured 
interview to explore the experience of women who were born to 
Holocaust survivor mothers (see Appendix F for the full interview 
schedule). In constructing this interview I followed the guidelines 
suggested by qualitative researchers (Smith et al. 2003), as well as 
obtained inspiration from interview schedules used by other 
researchers on this topic (Hass, 1990; Prince, 1999; Kellernrjiann, 2001) I 
piloted the interview with one participant and as a result realized that 
some of the questions were ‘multiple questions’ and my pilot 
participant found that confusing. I modified this for the rest of the 
interviews, mostly in the way I was actually behaving during the 
interviews. That is, I tried to stick to one sub question at any one time. All 
interviews were conducted in English apart from the one with Nelly. The 
interview with her was carried out in Hebrew and then translated by 
me to English. Interviews lasted between one and two hours. The 
interview with Emma however lasted four hours. It had to be interrupted 
on several occasions as Emma got very distressed. She needed to 
have several ‘breaks’, have a drink or just switch the tape off and chat 
on unrelated issues. I reminded her of her right to withdraw from the 
interview, but she declined and insisted on carrying on. Another 
incident worth mentioning took place during Edith’s interview. She 
greeted me with a tape of her own, saying she wanted her daughter 
to have a record of her story. Half way through the interview her 
husband joined us and contributed his own perspective on certain 
questions, saying that as he shared a house with his mother in law for 
twenty four years, he had an important contribution to make. I asked 
him politely to leave after a while, explaining that I was interested in the 
daughter’s perspective for this particular study. I have kept his words 
distinctly separated from the rest of the interview in the transcript. 
Interviews took place in either mine or the participant’s houses, apart
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from the interview with Nelly that took place in a quiet coffee shop. All 
interviews were tape recorded and then transcribed verbatim (see 
Appendix G for the full transcribed interview of ‘Sharon’) The reason I 
chose her interview out of all ten, is that I found it to be a good 
representative of the views that emerged in most interviews, as well as 
being rich in interesting information.
Analytic approach
I have decided to use Interpretative phenomenological analysis (IPA) 
as a method of analyzing data. The rationale for preferring this method 
of analysis lies in its concern with exploring and understanding how 
participants are making sense of their world and the meaning that 
certain experiences hold for them (Smith, 2003). With this knowledge in 
mind it seemed particularly suitable to use IPA in order to explore how 
women who were born to Holocaust survivor mothers, experience 
themselves and the relationship with their mothers.
IPA assumes that although language has its limitations in providing 
access to a person’s inner world, there is some meaningful relationship 
between participants’ accounts and their inner experience, and it is 
the aim of the analytic process to extract this meaning (Smith et al., 
1999). IPA however, acknowledges the im pact of the interaction 
between the researcher and the participant and the necessarily 
interpretative aspect of research, and recognizes that all findings are 
essentially tentative (Willig, 2001). The epistemological position taken 
with this approach is that of critical realism (Bhaskar, 1989), in other 
words, affirming physical reality while at the same time recognizing that 
its representations are affected by various factors such as social and 
individual factors.
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Analytic procedure
The analysis started with several readings of each transcript. As I 
becam e more acquainted with each transcript, I began to note on the 
left margin of each transcript some initial thoughts, observations, 
comments and anything significant or interesting in the text. In allowing 
myself to ‘brain storm’ in relation to the text, I tried however to be 
constantly mindful of the aim of this study. The next stage was to label 
on the right hand margin the themes that started to emerge and there 
was an effort to use abstract concepts to capture the sense of what 
was conveyed in the text. Throughout this process I was trying to form in 
my mind some initial regrouping of ideas and themes that were 
appearing in more transcripts. The third stage required a long and 
arduous process of amalgamating and regrouping themes that were 
found across the group into an organized system of super ordinate 
themes clustering relevant sub themes. In order to facilitate this process 
I constructed a list of themes for each participant and assigned her a 
particular colour. I made sure that each theme was accom panied by 
the page numbers of the place in the text where supportive evidence 
could be found. With ten different colours for ten different participants I 
started to move themes around and form groups. If became gradually 
obvious that certain groups clustered together and contained most 
colors, representing most participants. Groups that were not easily 
subsumed into other groups or contained too few participants were 
dropped or kept as an example of participants who represented 
qualities that were exceptional. Throughout this process constant 
reference was made to the text to guarantee that the opinion of the 
participants rather than what I thought they meant was kept (see 
Appendix J for an example of the ‘directory’ I have compiled for sub 
themes. In this case the directory for the sub theme ‘difficult to talk 
about’ , forming with other sub themes the super ordinate theme of 
‘communication is diluted by a taboo ’ is presented).This was a difficult
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and long process. The ten participants formed a very heterogeneous 
group, and it was not easy to find commonalities between them all. I 
made sure that themes were discarded unless at least seven 
participants expressed ideas in line with the theme considered. Six 
super ordinate themes emerged at the end of this process.
Evaluation
In order to evaluate this study, the guidelines for ‘good practice' as 
suggested by Elliott and his team (see Elliott et al. 1999) will be 
adopted. In other words it will have to be confirmed that special care 
was taken to own one’s own perspective (being a daughter of a 
Holocaust survivor father in this case); that the sample was situated (by 
providing a table for demographics); that understanding was 
grounded with illustrative data; that credibility was provided by using 
multiple qualitative analysts (supervision); that coherence was 
maintained throughout; that emphasis was put on general rather than 
specific research fasks and finally fhaf fhis study resonate with the 
reader.
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RESULTS
Biographical data
There were 10 female participants, of whom three were in their late 
thirties, one in her mid forties, two were fifty years old and four were in their 
early to mid fifties. Six participants were born in England, one in America, 
one in Israel and two in East Europe (Poland and Czechoslovakia). Of the 
participants who were born in countries other than England, three 
immigrated to England over thirty years ago and one fifteen years ago. All 
participants were permanently residing in England at the time of the 
interview.
One participant was an only child, three participants had one sibling, 
four had two siblings and two had three. Two participants knew about 
half siblings from one of their parents’ first marriage who died in the 
camps. Three participants had only female siblings, four had only male 
siblings and two had both.
One participant had completed eleven years of education. All others 
have completed at least thirteen years of education with six 
participants completing at least 15 years. Regarding qualifications, one 
participant had obtained GCSEs and a further diploma, two have 
acquired A levels, six have obtained a degree one of which had a 
masters degree and four a post graduate diploma. One participant 
described herself as having no profession. There were two teachers, 
one counsellor, one social worker, one homeopath, one working in 
marketing and three involved in administrative work. Two participants 
were not working at all at present, one teacher was working as a 
secretary, and all others were working in their respective professions.
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All participants described themselves as Jewish. Of those two claimed 
to be ‘spiritual but not religious’, one ‘not religious’, five ‘moderately 
religious’ and tw o ‘orthodox’ .
Eight of the participants were married at the time of the interviews, one 
of them remarried. Two were divorced. Eight of the participants had 
children. Three participants had twins, (two with a further third child). 
Four participants had two children and four had three. The ages of the 
children spanned from five months to thirty years old.
Six of the mothers were still alive and four dead. The mothers were 
born between the years of 1912 and 1937, making the oldest still alive 
79 years old and the youngest 68. One mother went through the war 
as a young child, four were in their middle childhood, two were 
adolescents, two in their early adulthood and one was an adult. As far 
as country of origin is concerned, six were from Poland, two from 
Hungary, one from what was then Czechoslovakia and one from 
Austria. The experiences of the mothers during the war vary 
considerably. One cam e to England on her own with the ‘Kinder 
Transport’, two were in hiding, another one in hiding as well as on the 
run, and six were in slave labor camps two of which were in 
concentration camps as well. Three participants left East Europe 
during the war, three shortly after the end of the war and four left at 
least ten years after the war, in conjunction with the arrival of 
Communism.
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Emergent themes
The interviews were very involving and satisfying to conduct. There was 
a spectrum of presentations, experiences and feelings. Participants 
displayed a large variety of perceived relationships with their mothers 
and a range of feelings about how much being a daughter of a 
Holocaust survivor was seminal to their life and psychological make up. 
Long deliberations were needed in order to distil these very diverse and 
complex human experiences into themes. Six main super ordinate 
themes emerged from the analytic procedure, and although there 
were some intra- and inter-individual inconsistencies these six super 
ordinate themes were generally consistent throughout the group. The 
reader is referred to Table 2 in Appendix H in which an outline of these 
main super ordinate themes, with their sub-themes is provided. 
Appendix I shows a similar table (table 3) with examples of quotations, 
which illustrates how the themes are grounded in the text.
Brief presentation of key findings
. Most participants found that it was difficult to talk about the Holocaust 
with their mothers. They, could however, recall incidents in which they 
felt bruised and shocked by inappropriate disclosures of information 
thrust upon them. This state of affairs was experienced by most 
participants as influencing the general communication in the family, 
negatively. Despite a great variety of life styles, most participants 
conveyed some common traits which they linked to the need of the 
family to deal with the aftermath of the Holocaust. Most participants 
confessed to sharing with their mothers certain compulsions, a strong 
work ethos but also some pervading mistrust they could all identify. On 
the positive side, however, they were able to acknowledge that the 
Holocaust background had also some beneficial influence on them.
The women I interviewed felt that their birth had a meaning to their 
mothers, within their world of survivor hood. They felt a demand to 
accomplish various tasks, as well as an unconscious invitation to reverse 
roles with their mothers and look after them. Being a daughter of a 
survivor seems to be a challenge in terms of making sense of the 
mother’s personality and the relationships with her. Daughters 
perceived a difference between their mother’s interactions with them 
as opposed to her interaction with their brothers. Various aspects of the 
mother’s escape had to be understood by them as well. Daughters felt 
‘short changed’ emotionally by their mothers, when compared with 
other people, and they seem to struggle with a complex ‘cockta il’ of 
feelings towards their mother, made of guilt, admiration and sometimes 
inability to match up to a mother perceived as a heroine. Most 
participants found the relationship with their mothers difficult, 
unsatisfying, and frequently emotionally and physically abusive. It 
seems that what many of them ‘share’ with their mothers is the 
experience of being abused. Most daughters were talking about a 
struggle to break free from a difficult environment and were resolved to
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be different from their mothers. Unfortunately, despite the fact that 
participants were recruited from a non clinical population, in some 
cases some of fhem developed symptoms.
Because of the restriction on words in this report I will only develop four 
of the six super ordinate themes, and provide some illustrative 
quotations to support these themes. The super ordinate themes I am 
going to discard are ’Living with the aftermath of the Holocaust’ and 
‘Daughter’s attem pt to make sense’ While all themes are important, I 
feel that by extracting these two the flow will get least disturbed.
Communication is diluted bv a taboo
Most participants described how awkward and difficult they found 
discussing the Holocaust with their mother.
Sharon sums up this feeling when she says:
I mean when I had asked it’s just been like stone wall...so much 
[effort and yet a feeling that]...I can’t get the answers
The account of Rose conveys her anguish at having many unanswered 
questions and yet her sense of how difficult it is for her to ask and get a 
clearer picture of what her mother’s experience was:
I never felt it was a case of saying: “but where was this train?” 
Well I think I probably knew where the train was going, but have 
forgotten, or “what time of year was it?”[when the mother was 
deported] or “what was your mum doing?” I didn’t ever...you 
know...my mum isn’t that... (pause)...approachable in that 
sense.
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The difficulty most participants found in talking to their mothers about 
this topic was not however shared by Molly:
I know quite a lot. Umm, not that she would ever volunteer any 
information, but if you asked she would always say
The difficulty around being more open about the mother’s experience 
during the Holocaust is compounded by various incidents in which 
daughters remember being psychologically bruised by their mothers 
following a comment made by the mother in relation to her 
experience. Molly’s story is an example of what was a common 
experience of many participants:
It was Sunday, and the radio was on, with the news...and they 
started reporting from one of the famine areas...and they were 
really going into detail, and I’ve just gone: “I’m going to turn it off 
I can’t eat and listen to this” and my mother [had] gone very 
angry and said: “I've eaten when people have been hanging 
dead above my head, you know’’...and I burst into tears...and 
then she was very upset, and was very sorry she’d said it and 
whatever
Unlike Molly’s mother who seem to have had an unguarded moment 
where some powerful memory surfaced in an inappropriate way, 
Daniella seem to have been exposed to traumatic material on a more 
regular basis:
What other than the fact that they will sit around the table and 
talk about the most horrific things...with their friends [from the 
same background], and I don't think we were suppose to hear it, 
but they would talk about it, as I said, you know, just the way me 
and you would talk about going to see a movie
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The combination of overall difficulty to talk about the parent’s 
experience and the inappropriate infiltration of bruising comments or 
fractions of information into the daughter’s awareness might be at the 
root cause of what many participants describe as a general lack of 
communication between daughter and mother. Edith’s words seem to 
capture what was described by many participants:
Very few things of any importance were discussed...it was only 
everyday things that we talked about
And later:
It wasn’t that kind of relationship where we sat down and discuss 
things, or anything that was more about feelings or personal 
things.
The role of children in the life of a survivor
Daughters feel that it was important for their mothers to have children, 
but at least some of the motivation for it seems to be intertwined with 
the mother's process of reacting to her trauma. Daniella’s words 
convey this feeling of the role she was assigned
I don’t think she wanted me, and I don’t think she wanted other 
children. I think she wanted my oldest sister, because that was ‘a 
spit in the eye’ for the Germans: “we did survive” you know, we 
are breeding another generation of Jews” so that was very much 
a spit thing
Molly did not experience being unwanted and yet she also felt that 
having her had to do with a response to being abused
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I know that I meant something very specific...you know...I mean 
it was the ultimate revenge [on the Nazis], if you like, of my family 
that you [they] recreated and that...so I think that is what it 
meant to her...the recreation of family
There seem to be pressure on daughters to display heroic skills. Being 
vulnerable is perceived as a dangerous position to be in and daughters 
are expected to not show weaknesses. While some daughters (like 
Molly) seem to be able to deliver this kind of im peccable functioning, 
other daughters (like Rose) have found it a bruising experience. Molly 
says:
My mother would say to me, you know: “Go to school” and I’d 
say: “I’m not very well" and she would say:’’ If you are not well 
they [school] will send you home...You’ll be fine...don’t think 
about it “ and so there was that slight element of pressure
Rose’s experience was less gentle:
We were an extension of her. You know. So our problems weren’t 
very important [in her eyes] we were lucky. We were alive kind of 
thing...she is very much (with determination) “Get on with it. Get 
on with it, do it, don’t do it, don’t worry about it.” and that is her 
mantra...and I am someone who is quite a worrier
Most participants felt that in some way they were called to take a 
‘parental’ role with their mother, provide her with the mothering she 
missed on or rescue her in some way. Sharon conveys her confusing 
feelings about this:
1 think she still harbors the feelings of a six year old inside her [the 
age mother was when separated for good from her mother] So
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what chances do we have...and I feel like I am kind of a better 
person, I could have been a bigger person and got over her 
crisis and be a kind of a mother to her, I can’t explain it.
Emma conveys the same feeling colored by pain:
She would stand in the kitchen and cry, and say the names of 
her sisters that were killed, and she would say to me (crying): you 
have my mother’s name
On becoming a victim and trying to break free
Many participants were talking about difficult, unsatisfying and 
sometimes abusive relationships with their mothers. This is accom panied 
by great difficulty for daughters to break away from this not very 
healthy environment and create a separate life for themselves. The 
difficulty in the relationship between daughter and mother is described 
across a spectrum, spanning from lack of warmth and intimacy 
(Sharon, Edith, Emma, Ruth) to covert hostility (Catherine) and open 
rejection (Daniella, Nelly). Daniella describes an experience of painful 
rejection:
I remember climbing into her lap, and hugging her, and she 
basically took my arms off her neck and pushed me away, she 
said: “You are too big for that”
Catherine describes a relationship with her mother where her mother is 
trying to control her. She doesn’t seem to be openly critical about it, as 
she sees herself as someone who needs to be disciplined:
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She was very strict...so I would hide It then she would find 
out...and...it depends...so many things I did that were naughty 
and she’d find out
And later:
If it wasn’t for the fact that she is my mother...I wouldn’t have any 
sort of communication with her because we are completely 
different
Not all participants seem to describe this difficulty. Jenny describes how 
reassuring she finds visiting her mother, on a regular if rushed basis:
I’d rush in as I’m always late...have a quick sandwich...rush to 
the hair dresser...rush back for a few minutes...but I think I would 
miss it if I didn’t have that going on
In this ‘ritual' the daughter seem to form a reassuring ‘anti-phobic’ ritual 
in which unlike mother’s experience who was separated for good from 
her parents she can locate her mother.
Molly seems to describe a rather mature and good enough relationship 
with her mother:
But also, it was close enough for us to have disagreements
Most daughters had to come to terms with certain less than perfect 
aspects of the mothering they have received. Sharon described her 
sense of frustration:
When things don’t go well she is fantastic, [but] you want to share 
good things with your mother...you know you have a mother...I
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must say, I often feel the irony that I have a mother but I can’t be 
with her like a mother
Daniella felt so deprived of mothering that she had to look for 
surrogate mothers, and her words express what she was yearning for 
but could not receive from her own mum:
I don’t really like the mother she was. I don’t think she had any 
mother in herself... Those other women...I could see the 
relationship that they were having with their children. There 
seemed to be far more love, umm, and I think [they were] more 
respectful of them [their children] as individuals.
Again this is not universal. Jenny and Edith felt good about the 
mothering they had received in terms of practical looking after and 
Molly seems to have experienced a loving, capable mother who was 
also able to trust her.
Much of the stories told by the daughters are about deprivation and 
unmet needs. Emma’s account evokes a sad reality of emotional 
deprivation.
I would try and cuddle up to her, I think I was looking for warmth, 
and would feel that she was cold, unavailable and unattractive, 
even though she was attractive
Julia reflects on how she never felt that her developmental needs were 
met and how exploited she felt:
There was no sort of chats, and no...there was no talking, no 
understanding...that’s what I felt really, that I played this role of 
being a good girl, and that was it. That was my role.
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Most participants report more or less frequent incidents of emotional 
abuse. (In two cases combined with physical abuse by their mother). 
Some of the abuse was located within ‘Holocaust imagery’ such as 
food, abandonment and sadism. Nelly's story focuses on the cruel 
animosity her mother had for Nelly’s weight which was ironically the 
result of ‘forced feeding’ by the mother. Her mother was scathing of 
her weight up to the end of her life:
My mother...I arrived to see her in hospital just before she lost 
consciousness...she was already slipping in and out of 
consciousness, and in one of these moments [of clarity] she told 
me: “You will always be fat...you will never [again] be slim" I was 
so shocked...she was dying and that was all she could tell 
me...and after she died...several weeks after her death, I 
couldn’t stop eating
It is clear from Nelly’s story that food was used in order to express anger 
and frustration, a kind of attack on both herself and the mother.
Some of the emotional abuse takes place when daughters are seen 
through the mother’s world of Holocaust images. Daniella’s mother 
used to accuse her of being a Nazi for example:
Usually if they wanted to punish us, you know, they would say 
things like, umm: “Why are you killing me? You are worse than a 
Nazi’’
Daniella reflects further in the text on being sent away by her mother, 
following the death of her father. She experienced this as a rejection:
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She just pushed everybody away, which I told her was the worst 
thing that she could have done...I told her: “Don’t you have to 
keep the family together?” but she just pushed everyone away.
Most daughters had to struggle quite a lot in order to separate from 
their mothers and a situation that was not entirely healthy. Some (like 
Emma) had to physically go away to live in another country while 
others (like Sharon) have gone through the same process on a more 
subtle psychological level. These are Emma’s words:
I wanted to go away from Israel, away from my family...I have 
great sensitivity, I need a degree of relationship...! was twenty 
one when I left Israel. I could not bring friends home... (crying) I 
was so ashamed of them.
Sharon describes another facet of the struggle that many daughters 
seem to have had to go through, in order to liberate themselves from 
the psychological shackles that were keeping them hostages.
I just think: “It’s not my fault that I was born after you” [her 
mother] you know, it’s not my fault that, you know. I’m her 
daughter and I fee! like I should have been making her life 
better. And I probably just not making it any better at all 
[anyway]. I can’t help it. I can’t help it.”
When trauma is transmitted to daughter
Most participants were conveying some confusion around the 
boundary between themselves and their mothers. Some of these 
merging states were benign. Molly is an example of someone who is 
motivated by an internal identification to achieve on behalf of her
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mother. In her case this is however, compatible with her ambitions and 
range of her capabilities on the whole. In other symbiotic situations like 
Nelly’s this is a more malignant state of affairs. Molly says:
She always wanted, you know, to get a qualification [which was 
not possible because of the war] so I guess I was doing that 
[social worker training] on her behalf...in some ways...so that 
was very important...she was pleased...! definitely felt that I had 
some obligation to make them happy
Nelly represents cases of symbiotic relationships that were less 
innocuous and had more negative repercussions on the well being of 
the daughter:
She [mother] had to prove that she and her children were just as 
good [as other people] so what happened was that the way [she 
felt that] they looked down on her she transferred to me and 
looked down on me...! don’t know...it was complicated and 
destructive for me.
Another phenomenon that regularly emerged was that part of the 
symbiosis with their mothers took a specific kind of identification where 
daughters felt inside themselves as if they have actually shared some 
of the mother's experiences during the war, despite being born after it 
ended. Sharon is a good example of this:
I often actually think that I can imagine, like physically imagining 
it. I’m imagining being, because I’ve seen the flat as well, and 
everything. I think I spend a lot of time doing things like that... 
imagining, what it must have been for a five-six-seven-eight year 
old.
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Nelly described disturbing phenomena of how she internalized her 
mother’s fear of being caught by a Nazi officer and how that got 
projected into the relationship between her and her mother and is still 
affecting her:
I’m terrified of policemen...even to this day...she [mother] used 
to say that I was bad and she wanted to take me to prison. For 
many years I used to stir away and take a side way if there was a 
policeman in sight
Despite not being a clinical group, most participants had some 
psychological difficulties for which they had to seek professional help 
at some point in their life; Emma could not commit to any long term 
projects, feeling that she needs to be ‘on ca ll’ in case her mother 
needs her; Julia developed a compliant passive personality and 
suffered from panic attacks before therapy helped her to separate 
from her mother; Edith is still assailed by guilt feelings for abandoning 
her mother when she got married, despite living in the same house with 
her mother until the mother died. Here are two examples of symptoms 
developed by daughters when the separation from their mother failed 
to occur: Sharon revealed a terrible moment of self destruction. This is 
particularly poignant in the light of her revelation that her maternal 
grandmother took her own life just before the ‘Ghetto’ was liquidated.
I had this guy that I was crazy about, and I thought we will end 
up getting married but then he left me. (crying) that was when I 
was trying to take my life...when I asked him why he just said:
“it’s your family”
Rose developed separation anxiety and refused to go to school at the 
age of thirteen. She as well was in need of professional help:
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When I was thirteen I went through...what I think of now...looking 
back on it was probably nervous breakdown. It wasn’t ever 
called that. But I just stopped...! couldn’t go to school...I couldn’t 
sleep, you know...really bad...Apparently, people who were 
‘school refusers', it’s often people who feel in their subconscious, 
[that] they should be looking after their mother
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DISCUSSION
Limitations and value of the study
The inclusion criteria used in this study specified that the mother had to 
be a ‘Holocaust survivor’ . I feel that it was too general a category and 
resulted in participants with a w ide variety of maternal experiences.
This made the group very heterogeneous and quite challenging to 
analyze. Future research on this topic might consider more selective 
inclusion criteria in order to generate less complexity. Also the small 
number of participants (ten) does not allow this study to be generalized 
to the population of ‘daughters of mothers who are Holocaust 
survivors’ . The tool employed (semi-structured interview) seems to have 
generated rich and interesting data. I feel that it was particularly 
suitable in trying to study women with this background. It generated an 
intimate enough environment in which participants felt comfortable to 
open up and talk about this sensitive topic.
While versatile in their stories, six super ordinate themes eventually 
emerged as a result of the analytic procedure. These six super ordinate 
themes capture some common feelings and qualities that daughters of 
Holocaust survivor mothers conveyed about the way they perceived 
themselves and their relationship with their mothers.
Theoretical implications
Participants described limited communication on the topic of the 
Holocaust with their mothers. This was however punctuated by 
comments that participants found shocking and bruising. Participants 
describe a sense of ‘taboo ’ around the mother’s Holocaust experience 
which they felt left communication in the family generally 
impoverished. Theoretically this state of affairs could be explained by 
the concept of trauma and the defenses created in order to protect 
the traumatized person from experiencing overwhelming anxiety of
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annihilation. By remaining dissociated from the experience, hence 
unable to talk about it, the mothers try to protect themselves and 
maybe the daughters from being flooded by painful memories. There 
are however moments in which the wall of silence seems to be 
punctured by material that the daughters find intrusive. This might 
happen when the defenses crumble momentarily because of a 
particularly strong association. Giller (2004), talks about people who 
repress their traumas, but that occasionally experience intrusive 
flashbacks or strong emotions occasionally. The participants seem to 
refer to this combination. The impoverished communication 
participants talk about is also in line with the outcome of massive 
repression. This finding supports extant literature. For example Wardi 
(1992) found that survivor parents generally told their children very little 
about what happened to them because of the great pain involved.
When talking about their everyday life, participants seem to report a 
range of typical traits. These traits include compulsions around food, 
excessive interest in current affairs, a strong investment in work and 
professional accomplishments and cautiousness in relation to other 
people. These typical traits could be understood in the context of a 
need to defend against feelings of vulnerability. The theme’ living with 
the aftermath of the Holocaust’ seems to gather what most 
participants feel is typical to their life style. It is connected in my view to 
the need to function despite anxious and wounded feelings. Some of 
the features described by the participants convey however an 
encouraging outcome those participants could relate to their position 
as daughters of survivors. In particular they felt more resilient and 
sensitive to issues of social justice.
I understand these traits as an attem pt to deal with trauma in terms of 
defense mechanisms and personality traits. The above are adopted in 
order to com bat feelings of insecurity and vulnerability that still plague
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survivors and their daughters as a result of their collective trauma. The 
gains reported by this group seem to be the result of an assimilation of 
the lessons that can be learned from this chapter of history. What was 
identified by participants seems to relate to the psychoanalytic 
concept of ‘Defense mechanisms’ . Participants seem to tell us about 
strategies adopted by their mothers and themselves in order to help 
them to go on living despite some on going feelings of the danger of 
annihilation.
An important constant conveyed by all participants were feelings 
regarding the particular role they had to fulfill in their mother’s lives. 
Daughters felt that their arrival had a role to play in their mother’s 
healing process and her response to being persecuted. All daughters 
felt bombarded by conscious and unconscious expectations from their 
mothers. The common denominator was that in their eyes, their 
mothers saw them as extensions of themselves. They talk about 
expectations spanning from nothing beyond physical survival to heroic 
attitudes and fulfillment of the thwarted ambitions of their mothers. 
Daughters were also feeling invited to ‘mother’ their mothers who quite 
often were left orphans at an early age and were vulnerable. These 
findings seem to recall what was defined by Wardi (1992) ‘memorial 
candles’. In her view many children of survivors were unconsciously 
expected by their parents to fulfill the void created by their massive 
losses of family members in the Holocaust. Thus, there was an 
expectation that these new babies will somehow miraculously repair 
the ‘rupture’ in the parent’s life and the severed chains of their family 
and community. The mother according to this gives her ‘memorial 
candle daughter’ the task of infusing content into the emptiness inside 
her and unconsciously lumber her daughter with a responsibility 
towards the mother. This responsibility can interfere with the daughter’s 
freedom to accomplish her own developmental tasks.
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Participants’ stories are full of reflections on what their mother is like and 
her various idiosyncrasies. It is as if participants are trying ‘to make 
sense’ of fheir mother. For example, participants who had male siblings 
identify a distinct difference between the ways their mother was 
relating to them as opposed to her way of relating to the brothers.
There was an attem pt on behalf of participants to understand the 
mother’s peculiarities and conflicts in the light of being a survivor. 
Furthermore, they felt that when it cam e to their mother, ‘the best had 
gone’ or that their mother was somehow unable to be as generous 
with them as she was with others. Finally, they seem to convey an 
intricate mix of feelings towards their mother that had to be managed, 
made of admiration, guilt and negative competition. In some cases 
the mother was perceived as heroic and they felt ‘in her shadow’ . The 
effort that daughters were willing to invest in explaining some very 
complex personality traits of fheir mothers was impressive. This implied a 
large amount of fime and energy, spent on thinking and trying to 
understand their mother. This investment in trying to make sense of the 
mother and her functioning, points towards a struggle on the part of 
the daughter to deal with what was described by researchers as 
‘transposition’ (see Kestenberg, 1982; Wardi, 1992; Kogan, 1995). This 
term describes an intimate knowledge by which the offspring of 
Holocaust survivors live aspects of their parents’ trauma. The daughters 
in my study seem to be affected unconsciously by transposition. The 
sub theme ‘daughter’s attempt to make sense’ gathers evidence of 
their more conscious effort to rationalize unconsciously perceived 
traumatic material that they share with their mothers through 
transposition.
Most participants talk about the relationship with their mothers in terms 
of frusfrafion and withholding of love. Mothers are perceived as unable 
to relate emotionally to their daughters reject and exploit them; expect
them to convey no vulnerability whatsoever and lack empathy. In 
some cases the emotional abuse is accom panied by physical abuse. 
This picture of ‘psychopathic’ traits (lack of empathy) portrayed by the 
daughters’ perception of their mothers, is accom panied by a wish to 
escape from a situation they experience as abusive or shameful. Anna 
Freud (1961) described a specific defense mechanism called 
‘identification with the aggressor’ in which in order to control the 
humiliation and pain of being abused the victim identifies with the 
aggressor and then is able to stop feeling a victim. Sadly, if the 
accounts reflect accurately what happened, it seems that this 
mechanism is operating quite often between mothers who are 
Holocaust survivors and their daughters. The mothers who went through 
horrific experiences of abuse and trauma go on abusing their 
daughters to some degree. The struggle of many daughters to ‘get 
away’ from their mothers, either psychologically or physically, can be 
conceptualized as a response to the abusive environment with their 
mothers, but also as an unconscious impulse to reenact a flight from a 
dangerous situation in the Holocaust.
There is a substantial presence of daughters who seem to have been 
unable to separate from their mother and their mother’s trauma 
enough to guarantee well being. Many of them describe a difficulty in 
individuating and developing themselves in the present. Daughters 
seem to internalize their mother’s experience and they identify with her 
unconsciously to create difficulties in separating the mother’s terrors in 
the past from their life in the present. Some reference was made 
before to the process of ‘transposition’ . This conceptualization is helpful 
in understanding this reality of maternal trauma transmitted to a 
daughter and interfering with the daughter’s well being. There were 
various accounts of symptoms that daughters of Holocaust survivor 
mothers have developed at some point in their life. They encompass
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separation anxiety, phobias, compulsions, depression and relationship 
problems. As the participants were chosen from a non clinical 
population, the high presence of pathology might raise some 
questions. It might be the task of future research to investigate this and 
find out whether the higher than expected morbidity in this study 
relates to the exclusivity of the female gender it studied and how 
representative of this population my sample was. An interesting 
hypothesis might be suggested at this point. Could the higher morbidity 
found in this non-clinical female sample be explained by the 
femaleness of both mothers and daughters? I am referring to the 
feeling of many participants that there was something more exposed 
and intense in their relationship with their mother that was not shared 
by their brothers (see sub theme ‘difference between daughters and 
sons’ of the super ordinate theme ‘daughter’s attem pt to make 
sense’). This was conceptualized by Vogel’s (1994) view, that the 
mother daughter dyad was particularly vulnerable to transposition.
Implications for practice
The findings of this study have implications for practice. As daughters 
found communication between themselves and their mothers 
particularly problematic, it might be helpful to adopt a more proactive 
approach, than is usually the case, and enquire about the traumatic 
experience of the patient’s mother, thus facilitating an open non 
threatening communication on this topic. Counselling Psychologists 
treating women who are daughters of survivors need to aim to 
facilitate the ‘working through’ of integrating the parental traumatic 
history into the daughter’s narrative of her life, and encourage 
separation and individuation from the survivor parent. This might entail 
long and arduous work, because of the guilt that some daughters 
might feel in relation to their mothers.
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Particular attention must be paid to an assessment of whether the 
daughter has become the receptacle of the traumatic maternal 
material. When confronted with a case of direct transmission of trauma 
(transposition) the therapeutic stance advocated by Weiss et al. (2000) 
needs to aim at encouraging a process of regression in order to 
uncover the ‘near-identicalness’ between the inner experience of the 
daughter and that of the survivor mother. This is done in order to alert 
the daughter of the existence of direct transmission from her mother’s 
trauma in order to facilitate differentiation. The findings of this study 
alert us to quite a common presence of emotional and even physical 
abuse that daughters of Holocaust survivor mothers seem to endure. 
There might be a need to address this abuse within the therapeutic 
relationship and help daughters to rebuild their self esteem and 
facilitate the expression of anger, anxiety and rage that might feed the 
transmission of trauma and sadism from one generation to another. 
Finally, as seen in this study daughters of mothers who survive the 
Holocaust are particularly vulnerable to psychological distress and 
should be regarded as a vulnerable population at high psychological 
risk. Counselling psychologists have to keep in mind that while clients 
might seem to function adequately most of the time, they carry a risk 
of responding with disproportionate amount of distress when having to 
face stressful situations. This is due to a ‘latent vulnerability to PTSD’, that 
was transmitted to them by the mother. In line with Kellermann's (2001) 
recommendations daughters need to be encouraged to freely express 
feelings, thoughts and associations that were not expressed yet.
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INFORMATION SHEET FOR PARTICIPANTS
Who cm  I?
I am  a  ‘Counselling Psychologist in Tracing’ interested in conducting a  
study about daughters of Holocaust survivor mothers, as parf-fulfiSment 
of the Practitioner Doctorate in Psychotherapeutic and Counselling 
Psychology a t the University o f Surrey. 8 am  also a  daughferof a  
Holocaust survivor parent.
Who am  I tookma fcr?
I am  looking for women who were bom after WWI8 to  mothers who are 
Holocaust survivors, and are happy to  take part m ths study. I am  
looking fo ra  so-called ‘non-cinscaf population, so your GP does not 
need to be contacted, if you might b e th at peison, please take some 
tim e to read the following informations carefully and tiw ik about it 
before making a  decision.
W iio tso iC K a^^cB d ieh M q tes ig d y?
I and my supervisor Dr. Acfcian Coyle (d e p t Psychology, University of 
Surrey) are organising the research. The University of Surrey Ethics 
Com m ittee have reviewed it.
W fed is ih em iP o sed iih e^ iK M
To explore w hat being a  daughter of a  m other who w ent through this 
experience is like. While the effect o f the Holocaust on the children, the 
so called 'second generation’, was widely researched there is a  lack 
of focus on the particular aspect o f being a  daughter off a  mother who 
is a  Holocaust survivor. I hope that by undertaking tfts study, w e can  
better understand what, if anything, might foe sp ec ie  to  daughters’ 
experiences and also the ways in which daughters* experiences might
l
in the research literature.
What will taking part Involve?
If you decide to take part you will be given this Information Sheet’ to 
keep. We will m eet and discuss the interview procedure before I will 
ask you to com plete a  short ’Demographic Questionnaire’ and read 
and sign a  standard ‘Consent Form1. The next step is for you to take part 
in an interview about your experience of being a  daughter of a  mother 
who is a Holocaust survivor. The location and time of the interview will 
be arranged between us a t a  time and place that will be convenient 
for us both.
The interview will take beiween three quarters of an hour and one and 
a half hours. Its semi-structured nature means that the questions are 
used as starting points for discussion. Hence, its duration will depend on 
how much you wish to discuss the various topics. The entire interview will 
be tape-recorded, but a t the end of it w e can switch the tape recorder 
off and talk about w hat it felt like, if you so wish.
What are the rights of participants?
You are free to withdraw at any time if you wish, and you don’t have to 
provide a  reason for your decision. All identifiable information will be 
am ended to ensure that no individual participant will be readily 
identifiable to others in the research report. The tape recording will be 
transcribed, but all names, places and other identifying information will 
be changed for this purpose, in accordance with the ‘Data Protection 
Act1, 1998. The tape will be kept locked away until the research is 
com pleted. It will be destroyed at that point which is by the 25th of July 
of this year 2005.
What are the possible disadvantages and risks of taking part?
The only potential disadvantage m ay be that you experience some 
level of distress a t speaking about what might be potentially painful 
and difficult to think about. If this occurs during the interview, it will be 
stopped immediately and if it occurs after the interview, I will be happy 
to be available to talk to you on the phone about your experience. I will 
also be happy to provide you with details of a  group that is formed by 
people who belong to the ‘Second Generation’ where you can find 
support and carry on the land of discussion w e have started. The leader 
of this group will be informed about my study and happy to be put in 
contact with you if you express such a wish to me.
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What are the possible benefits of faking parf?
Apart from the financial reward, offered to participants in 
acknowledgement of their contribution, some women might find that 
this experience is cathartic for them or helps them to feel in touch with 
an important part of their identity and history. Other women might feel 
satisfied to be part of an effort to leam as many lessons from the 
Holocaust and its effects on subsequent generations as possible, and to 
improve our knowledge about the best way of providing help for 
women who belong to this group.
At the end of the interview, participants will be paid 50.00 GBP plus 
expenses. Also they will be provided with a  stamped addressed 
envelope and a Form that they can send to me if they wish to get a  
summary of the results of this study.
If you would like to accept my invitation to take part in this study after 
thinking it through, or you wish to find out more information about it and 
ask questions, please use the following details to contact me or my 
supervisor
Tel: 0208-458-6848 
Mob: 0788-1947-114 
Email: ieorabeles@aoi.com
Supervisor Dr Adrian Coyle 
Tel: 01483-686896
Or write to this address:
Leora Abeles-Srebemik 
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guilford 
Surrey GU2 7XH
THANK YOU FOR YOUR ATTENTION AND IF YOU DO DECIDE TO TAKE PART, 
I HOPE THAT YOU WILL FIND THIS A SATISFYING EXPERIENCE.
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Leora Abeles-Srebemlk 
CounsellingPsychologist in Training
Department o f Psychology-------------
I rniversity o f Surrey 
( iiiilford
i urrey GU2 7XH 
r e t  0208-458-6848 
Mob. 0788-1947-114 
lanail: ieorabeies^aol.com
UniS
Gutldfbrd
Surrey GU2 7XH, UK 
Telephone
+44(0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
University Scl*©©S © f
of Surrey Human
Sciences
Department of 
Psychology
”el: 01483-686896
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Facsimile
+44(0)1483 689553
grant my consent to participate in a research study conducted by 
Leora Abeies- Srebemik, a trainee on the PsychD Counselling 
Psychology course in the University of Surrey who is supervised by Dr. 
Adrian Coyle a  Senior Lecturer, em ployee of the same University.
I understand that the researchers are interested in exploring the 
experience of women who were bom to Holocaust survivor mothers. I 
have read and understand the Information sheet provided. I have 
been given a full explanation by the researchers of the nature, 
purpose, location and likely duration of the study, and of what I’will be 
expected to do. I have been given the opportunity to ask questions on 
all aspects of the study and have understood the advice and 
information given as a result. I understand that I will be asked to 
com plete a simple questionnaire and then to attend an interview for 
one hour approximately. I also understand that the interview will be 
recorded on tape.
I agree to comply with any instruction given to me during the study and 
to co-operate fully with the researchers. I shall inform them immediately 
if my well- being is affected in any way. it was explained to me that the 
material covered in the interview m ay be upsetting at times, and that 
the researchers will be available to discuss my feelings with me on the 
phone, after the interview, if I so wish. Also, the details of a ’support 
group* for people who belong to the ’second generation’ will be given 
to me, so that I can approach them and further discuss the issues that 
are going to be raised for me by this interview. The researchers will 
contact this group via their w eb site ( info®
seqondgeneration.org.uk) and inform the leaders of the group about 
their study and about the potential need of participants to approach 
the group for further support. It is my understanding that I am  entitled to 
get a summary of the study after completion if I so wish by returning the 
stamped addressed envelope with the com pleted form that I will
Leora Abeles-Srebemik 
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guilford
Surrey GU2 7XH 
Tel: 0208-458-6848 
Mob. 0788-1947-114 
Email: Ieorabe les'f^ ao i .com 
Supervison Dr. Adrian Coyle 
Tel: 01483-686896
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receive together with my Information Sheet for this purpose.
I understand that all personal data relating to participants is held and 
processed in the strictest confidence, and in accordance with the 
Data Protection Act [1998]. I agree that 1 will not seek to restrict the use 
of the results of the study on the understanding that my anonymity is 
preserved.
I understand that I am free to withdraw from the study at any time 
without needing to justify my decision and without prejudice.
I acknowledge that in consideration for completing the study I shall 
receive the sum of 50.00 pounds. I recognise that the sum would be 
less, and at the discretion of the Principal Researcher, if I withdraw  
before completion of the study.
1 understand that in the event of my suffering a significant and enduring 
injury as a direct result of my participation in the study, compensation 
will be paid to me by the University, subject to certain provisos and 
limitations. The amount of compensation will be appropriate to the 
nature, severity and persistence of the injury and will in general terms, 
be consistent with the amount of damages commonly awarded for 
similar injury by an English court in cases where the liability has been 
adm itted.
I confirm that I have read and understood the above and freely 
consent to participating in this study. I have been given adequate time 
to consider my participation and agree to comply with the instructions 
and restrictions of the study.
Name of participant 
[BLOCK CAPITALS]
Signed
Date
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Leora Abeles-Srebemik 
Counselling Psychologist in Training 
Department of Psychology 
University o f Surrey 
Guilford
Surrey GU2 7XH 
Tel: 0208-458-6848 
Mob. 0788-1947-114 
Email: [eorabeles@aol.com 
Supervisor: Dr. Adrian Coyle 
Tel: 01483-686896
A p p p d ii B
Name of witness 
[BLOCK CAPITALS]
Signed
Date
Name of researcher 
[BLOCK CAPITALS]
Signed
Date
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Guildford
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Thank you for agreeing to take part in this study. Before w e go on to the 
interview, it would be helpful to get some basic information about you 
such as your age, occupation etc. The reason that I would like this 
information is so th a t! can show those who read my report the range of 
women that I have m anaged to interview. This information that you 
give will never be used to identify you in any way, as this research is 
entirely confidential. Please feel free to not answer questions you feel 
you do not want to answer. Please answer the questions you are 
happy to answer, by writing on the dotted lines or by ticking the right 
< answer when there is more than one alternative to choose from.
I. A g e :...................................
:l. Sex:................ ......................
3. Place of b irth : ............................................ ...........
4. Age when emigrating to England if born elsewhere
5. Place in the family: First born/ not
Number of siblings
6, Education: highest qualification achieved
Number of years spent in education
7. Profession:
8. Current occupation: - work.
If yes specify.......................................................
-study................. .......... ................
If yes specify.................................................. ......
- A home maker............................
- Unemployed..................................
- A combination of the above............................
If yes specify.........................................................
9. How would you describe yourself in terms of religion:
- Jewish/ -O ther/ -Not applicable
Are you -Very religious/ -Moderately religious/ -Not religious/ -Spiritual 
but not religious
10. Marital status: -Single/ -Cohabiting/ -M arried/ -Divorced/ - 
Remarried/ -Widowed
11. Do you have children?.......................................
If yes how many and what sexes.............................................................
12. Is mother still alive:........................................
Mother’s age:......................................... .......
Mother’s place of birth:.............................................................................
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13. Mother’s Experiences during the Holocaust: -Concentration cam p
-Slave labor cam p 
-On the run/Partisan 
-In hiding 
- Kinder Transport 
-Combination
Please specify............................................................ ............................
14. When did mother leave East Europe?..................................................
THANK YOU VERY MUCH FOR YOUR CO-OPERATION
3
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ieseorchen Leora Abeles-Srebemik. 3 d year Doctor ai Counselling 
Psychologist in training at the University of Surrey. Department of 
Psychology, School of Social Sciences
Supervisors: Dr. Adrian Coyle, Surrey University, Department of Psychology, 
School pf Social Sciences
Dr. Jason Blis, Surrey University, Department of Psychology, 
School of Social Sciences
Dear Professional:
If you are a  qualified psychologist or therapist, registered with an 
established organization (BPS, BACP, BABCP, BPC or UKCP] and not 
employed by the NHS, you are invited to participate in this research study. 
Please take time to read the following information carefully and feel free 
to contact us if you have any questions or comments to make. It is 
important to be d ear on what the research is about as well as what it will 
involve.
The purpose of this study is to find out how psychologists and therapists 
understand women who display an unusual form of stress response. We 
are interested, in women who exhibit disproportionate distress and some 
symptoms of Post Traumatic Stress Disorder (PTSD) in response to  
apparently trivial incidents. The women under consideration live an 
otherwise functional life and share a  highly complex family dynamic in 
their family of origin.
What will happen ff vou take part?
If you decide to take part, you would be asked to complete a  
Demographic questionnaire asking for some information regarding age, 
gender, professional status, theoretical orientation etc.
1
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You would then be invited to read a  ‘Vignette* in the form of a letter 
written by a  fictitious GP, referring to you a fictitious client named Sara, for 
therapy. You will be asked to spend some time imagining this client and 
writing in a space provided a short comment to describe your immediate 
impression of her. You will then be asked to complete a questionnaire by 
circling the answers that describe most accurately your degree of 
agreement with various statements about Sara.
The process of reading and completing the forms attached will take 
approximately 10-15 minutes to complete.
If you would like to take part in my study, I would very much appreciate it. 
Please send the completed form back to me in the stamped addressed 
envelope provided. We interpret your decision to complete and send the 
forms back to us, as a  form of consent to take part in this study. All 
responses will remain anonymous. Your comments about the vignette will 
help us to get some sense of your immediate impression of Sara, and your 
responses to the questionnaire will be pooled for statistical analysis and 
analyzed using SPSS (a computerised statistical package). Individual 
responses will be unidentifiable. You will be sent a brief summary of the 
findings a t the end of the study if you wish. The University of Surrey Ethics 
Committee has given a  favourable ethical opinion to this research study.
-Many thanks for your time and cooperation -
If you would like further information about this study, please contact:
Leora Abeles-Srebemik 
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 7XH
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Background/ demographic Information form
Thank you for participating in this research study. W e would ask you now 
to read and com plete the following information about yourself. The 
information will not be used to identify you in any w ay but will help in the 
data analysis. Kindly answer all 9 questions
1) What Is your gender? (please tick the appropriate answer}
Male ______
Female ______
2) How old are you  years
3) Which of these best desci&es you? current status?
Married ______
Divorced _______
Separated ______
Single ______
living with a  pcotner
Widowed ______
Parent _____
4) How would you describe your ethnic origins?
Choose one section from (a) to (e) and then tick the appropriate category to indicate 
your ethnic background*.
(a) White
British___________________ ______
Irish____________________ ______
Any other White background, please write below
(b) Mixed
White with Black Caribbean .
White and Black African ______
White and Asian__________ ______
Any other mixed background, please write below
(c) Asian or Asian British
Indian__________________ ______
Pakistani _____
Bangladeshi_____________ ______
Any other Asian Background, please write below
Please Turn Over
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(d) Black or Black British
Caribbean______________ ______
African ______
Any other Black background, please write below
(e) Chinese or other ethnic group
Chinese
Any other, please write below
*The format of this question is taken from the 2001 UK census.
5) What Is your highest educational qualification? (please tick the right answer)
(a) None______________________ ______
(b) GCSE(s)/ CMeve!(s}/ CSE(s) ______
(c) A-level(s)/ AS-ievel(s) _ _ _
(d) Diploma (HND,SRN, etc.) _ _
(e) Undergraduate ______
(f) Postgraduate Masters ______
(g) Postgraduate Doctorate_____________
6) How many years have you been practicing? (please write below)
7) What Professional body/ bodies do you belong to? (tick the right answers)
(a) BPS ______
(b) UKCP ______
(c) BACP ______
(d) BABCP_____________________ ______
(e) BPC ______
8) How would you describe your moor theoretical orientation?
(a) CBT_______________________ ______
(b) Psychodynamic ______
(c) Humanistic/Person-centered ______
(d) Integrative/ Eclectic__________ ______
(e) Other (Please state) •________
9) What is your current occupation? (please write below)
THANK YOU VERY MUCH FOR COMPL£nNG tHIS INFbRMAlipN OUE$lldNNAIRE
appendix c: Holocaust vianetfe*
Please read the following referral carefully
Dear [Your Name]
Re: Mrs. Sara Bear (DoB 28.01.1961)
6, Woodside London NW11 6HH**
Sara Bear is 45 years old and the eldest of three siblings. Her mother 
who is a Holocaust survivor is still alive and her father died of heart attack 
five years ago. Sara is married and a mother of two boys (aged 14 and 12 
years). She is teaching history in a local secondary school and had no 
mental health problems in the past.
Sara cam e to see me today and shared with me two areas of 
concern. The first relates to a minor road accident that happened two 
months ago near her house, shortly before she arrived back from work. Sara 
remembered two slightly battered cars and smell of smoke. She insisted 
however that this incident precipitated what she described as ‘becoming a 
mess’. Sara reported that, shortly after the incident, she started to have 
sleep problems. In particular, she started to wake up every night and lay 
awake for hours on end. Mostly she would wake up with a start by vivid 
nightmares featuring trains, smoke, and skeletons.
During the day, Sara complained of feeling anxious, exhausted and 
on edge. She is unable to relax and has a ‘startle response’ to everyday 
noises. Sara confessed to feeling less and less confident to venture out of her 
house and adm itted to often being lost in thoughts of death. She told me 
that she feels increasingly detached from her husband, children, pupils and 
colleagues and would like to take time off from her commitments.
The other issue 1 have discussed with Sara is her relationship with her 
mother, who moved to live with her after losing her husband (Sara’s father). 
Her mother was diagnosed with cancer six months ago. Sara spoke of a 
difficult relationship with her mother who was a Holocaust survivor, and told 
me that she felt unloved by her mother as a child. However, she always felt 
very responsible for her mother’s well-being. Sara was determined to look 
after her mother single-handedly and declined an offer of professional help. 
Sara becam e very emotional when she talked to me about her mother’s 
poor prognosis and insisted that ‘death was not an option’ when it cam e to 
her mother. She told me, however, that her husband finds her commitment 
to the care of her mother excessive. He has also expressed concern about 
how she will react to her mother’s possible death. According to Sara, both 
her husband and sons feel that she is consumed with worries, is neglecting 
them and needs help. Sara feels that she needs help with her sleeplessness 
and nightmares but does not share their critical view of her attitude to her 
mother.
Sara would like me to refer her for therapy. She would consider 
private therapy as this would allow her to negotiate an open-ended 
contract with the therapist.
Yours Sincerely
Dr. George Herbert (GP) _______________________________________
*the word Holocaust did not appear in the version sent to participants 
**name and address are fictitious
APPENDIX D: Childhood trauma vignette*
Please read the following referral carefully
Dear [Your Name]
Re: Mrs. Sara Bear (DoB 28.01.1961)
6, Woodside London NW11 6HH**
Sara Bear is 45 years old and the eldest of three siblings. Her mother 
who had a traumatic childhood is still alive, and her father died of heart 
attack five years ago. Sara is married and a mother of two boys (aged 14 
and 12 years). She is teaching history in a local secondary school and had 
no mental health problems in the past.
Sara cam e to see me today and shared with me two areas of 
concern. The first relates to a minor road accident that happened two 
months ago near her house, shortly before she arrived back from work. Sara 
remembered two slightly battered cars and smell of smoke. She insisted 
however that this incident precipitated what she described as ‘becoming a 
mess’. Sara reported that, shortly after the incident, she started to have 
sleep problems. In particular, she started to wake up every night and lay 
awake for hours on end. Mostly she would wake up with a start by vivid 
nightmares featuring trains, smoke, and skeletons.
During the day, Sara complained of feeling anxious, exhausted and 
on edge. She is unable to relax and has a ‘startle response’ to everyday 
noises. Sara confessed to feeling less and less confident to venture out of her 
house and adm itted to often being lost in thoughts of death. She told me 
that she feels increasingly detached from her husband, children, pupils and 
colleagues and would like to take time off from her commitments.
The other issue I have discussed with Sara is her relationship with her 
mother, who moved to live with her after losing her husband (Sara’s father). 
Her mother was diagnosed with cancer six months ago. Sara spoke of a 
difficult relationship with her mother who had a traum atic childhood, and 
told me that she felt unloved by her mother as a child. However, she always 
felt very responsible for her mother’s well-being. Sara was determined to 
look after her mother single-handedly and declined an offer of professional 
help. Sara becam e very emotional when she talked to me about her 
mother’s poor prognosis and insisted that ‘death was not an option’ when it 
cam e to her mother. She told me, however, that her husband finds her 
commitment to the care of her mother excessive. He has also expressed 
concern about how she will react to her mother's possible death. According 
to Sara, both her husband and sons feel that she is consumed with worries, is 
neglecting them and needs help. Sara feels that she needs help with her 
sleeplessness and nightmares but does not share their critical view of her 
attitude to her mother.
Sara would like me to refer her for therapy. She would consider 
private therapy as this would allow her to negotiate an open-ended 
contract with the therapist.
Yours Sincerely
Dr. George Herbert__________________________________________________
*the words ‘childhood trauma’ were not Included on the version sent to participants 
name and address are fictitious
appendix E: Control vignette*
Please read the following referral carefully
Dear [Your Name]
Re: Mrs. Sard Bear (DoB 28.01.1961)
6, Woodside London NW11 6HH**
Sara Bear is 45 years old and the eldest of three siblings. Her mother is 
still alive, and her father died of heart attack five years ago. Sara is married 
and a mother of two boys (aged 14 and!2 years). She is teaching history in 
a local secondary school and had no mental health problems in the past.
Sara cam e to see me today and shared with me two areas of 
concern. The first relates to a  minor road accident that happened two 
months ago near her house, shortly before she arrived back from work. Sara 
remembered two slightly battered cars and smell of smoke. She insisted 
however that this incident precipitated w hat she described as ‘becoming a  
mess’. Sara reported that, shortly after the incident, she started to have 
sleep problems. In particular, she started to wake up every night and lay 
awake for hours on end. Mostly she would wake up with a  start by vivid 
nightmares featuring trains, smoke, and skeletons.
During the day, Sara complained of feeling anxious, exhausted and 
on edge. She is unable to relax and has a  ‘startle response* to everyday 
noises. Sara confessed to feeling less and less confident to venture out of her 
house and admitted to often being lost in thoughts of death. She told me 
that she feels increasingly detached from her husband, children, pupils and 
colleagues and would like to take time off from her commitments.
The other issue I have discussed with Sara is her relationship with her 
mother, who moved to live with her after losing her husband {Sara’s father). 
Her mother was diagnosed with cancer six months ago. Sara spoke of a  
difficult relationship with her mother, and told me that she felt unloved by 
her mother as a  child. However, she always felt very responsible for her 
mother’s well-being. Sara was determined to look after her mother single- 
handedly and declined an offer of professional help. Sara becam e very 
emotional when she talked to me about her mother’s poor prognosis and 
insisted that ‘death was not an option* when it cam e to her mother. She 
told me, however, that her husband finds her commitment to the care of 
her mother excessive. He has also expressed concern about how she will 
react to her mother’s possible death. According to Sara, both her husband 
and sons feel that she is consumed with worries, is neglecting them and 
needs help. Sara feels that she needs help with her sleeplessness and 
nightmares but does not share their critical view of her attitude to her 
mother.
Sara would like me to refer her for therapy. She would consider 
private therapy as this would allow her to negotiate an open-ended 
contract with the therapist.
Yours Sincerely
Dr. George Herbert (GP)
*the word control was not included in the version sent to participants
name and address are fictitious
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APPENDIX G: Letter granting ethical approval
Ethics Committee'
05 June 2006
Mrs Leora Abeles-Srebemik
6Woodside
LONDON NW11 6HH
Dear Mrs Abeles-Srebemik
An investigation into the conceptualization of Holocaust trauma transmission 
between generations bv psychologists and therapists (EC/2008/34/PSYCH)
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 05 June 2006
The final list of documents reviewed by the Committee is as follows:
D a t e f
Application 14/03/2006
Summary of the Project 14/03/2006
Research Proposal 14/03/2006
Information Sheet 14/03/2006
Background/Demographic Information Form 14/03/2006
Vignettes 1,2 and 3 14/03/2006
Questionnaire 14/03/2006
List of Support Organizations 14/03/2006
insurance Proforma 14/03/2006
Your Response to the Committee’s Comments 30/05/2006
Amended Vignettes 1,2 and 3 30/05/2006
This opinion is given on the understanding that you will comply with the University’s Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected with reasons.
2You are asked to note that a further submission to the Ethics Committee wiil be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr A Coyie, Supervisor, Department of Psychology 
Dr J Ellis, Supervisor, Department of Psychology
APPENDIX H: a list of ‘Support Organizations’
SUPPORT ORGANIZATIONS
1. Samaritans
Tel: 08457 90 90 90 
Email: JO@samaritans.org 
Helpline for people in distress
2. Mind
Tel: 0845 766 0163 
Email: www.mind.org.uk
Mind/nfoLine offers callers confidential help on a range o f mental 
issues.
3. Women Institute for Incorporation Therapy fWHT)
Tel: 1-800-437-5478 
Email: recoverv@wiit.com
Offers treatment for psychological issues as well as other wom en’s 
trauma issues: depression; bipolar; abuse; trauma; survivor; dissociative 
disorder; PTSD, etc.
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One of Haworth’s top ten most-accessed electronic 
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Included in Index Medicus, MEDLINE, and PubMed!
Social Work in Health Care
The Journal o f Health Care Social Work 
A Quarterly Journal Adopted by the Society fo r 
Social Work Leadership in  Health Care
Editor: Gary Rosenberg, PhD 
Edith J. Baerwaki Professor of Community and 
Preventive Medicine, H ie Mount Sinai Medical 
Center, New York, NY 
Associate Editor: Goldie Kadushin, PhD 
Associate Professor, School of Social Welfare, 
University of Wisconsin-Milwaukee, Milwaukee, W1 
Professor Emerita, of Social Work, Hunter College 
School of Social Work, and Adjunct Professor, 
Mount Sinai School of Medicine, New York, NY 
Managing Editor Andrew Weissman, PhD 
Associate Professor, Department of Community and 
Preventive Medicine, The Mount Sinai School of 
Medicine, New York
Founding Editor Sylvia S. Clarke, MSc, ACSW 
Consultant, Department of Soda! Work Services, 
The Mount Sinai Hospital, New York, NY
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electronic journafefesnnple:it Is one of the premier journals in the field of sodal work and
vital health care issues; Devofed to sodal work theory, practice, and administration in a 
wide variety of healthcaresettings,this journal gives you the tods to improve your 
practice while keeping youup-to-datewiih fee latest crudal information.
Journal topics indude:
•  alcohol treatment
•  ambulatory care
•  euthanasia
•  genetics
•  geriatrics
•  HIV/AIDS
•  pediatrics
I •  women’s health
•  and morel • -
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Social Work in Healih Gare is edited by GaiyRosenberg, PhD, one of fee most respected 
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fee tield. The joumafs sped^fssues comprehensively discuss a single pertinent health 
care theme.
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Some recent topicsln Social Work in Health Care indude:
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•  intimate partnervfolence ;
•  assessment of posfoarfcim substance use
•  client satisfection and empdwerment through sodal work intervention
•  integratinglhe health and inental healfe needs of fee chronically D!
new optionsfbr sentor housing and sodal work practice
•  Jong-term care
•  hospital sodal work;:;
•  creation of a sodd work fink to fee bum community-tv.sir and a spedal international issue!
Sodal Work in Health Care presents practical tods and essential knowledge to
practitioners, admfeisfrriti^  students, and professionals in sodal
work in health care.
Sodal Work in HK^G sfe^i^^ed|bp«^datstiieanraialH denR ehrA w ® d:B ^tm  
%:S-‘ Sodal Work in Health Camfbrfeebestpaperof the volume. The wainer receives a cash 
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Product Details:
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MANAGING EDITOR(S):
Andrew Weissman, PhD
Associate Professor of Community & Preventive Medicine
Department of Community & Preventive Medicine
Mount Sinai School of Medians
Box 1501 / One Gustave L Levy Place
The Mount Sinai Medical Center
New York, NY 10029
New York
Email: sncirsv/.v/eissrasn.^ moanisincJ.oro 
Goldie Kadushin, PhD, MSW 
Associate Professor 
University of Wisconsin-Mitwaukee 
Helen Bader School of Sodal Welfare 
Enderis Hall PO Box 786 
Milwaukee, Wi 53201 
Milwaukee
Email: ksdushin^uv/rn.ad'j 
Debbie Pecchfe 
The Mount Sinai Medical Center 
One Gustave L. Levy Place 
Box 1501
New York, NY 10029 
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SPECIAL NOTES:
REFERENCE SECTION. All references which have been dted in the text must be included inthe 
reference list, and all entries in the reference list must have in-text citations. The reference fist is 
arranged in alphabetical order by first author, wife fee test name of fee author appearing first 
Remember Do not abbreviate titles of journals- For further information on references, consult the 
Publication Manual of the American Psychological Association, Fourth Edition.
Authors must complete a Manuscript Submission & Limited Copyright Transfer Form (See "2. 
Copyright").
Dov/niosd ihe Manuscript Submission &. Limited Copyright Transfer Form 
[13 ORIGINAL ARTICLES ONLY.
Submission of a manuscript to this journal represents a certification on fee part of fee aufeorfs} 
that it is an original work, and that neither this manuscript nor a version of it has been published 
elsewhere nor is being considered for publication elsewhere.
f  {2| COPYRIGHT.
Copyright ownership of your manuscript must be transferred officially to The Haworth Press, Inc., 
before we can begin the peer-review process. All authors must sign the form and return the 
original to fee editor as soon as possible. Failure to return fee copyright form in a timely fashion 
will result in a delay in review and subsequent publication.
[3) MANUSCRIPT LENGTH.
16-20 typed pages
Lengthier manuscripts may be considered, but only at the discretion of fee editor. There is no 
specific manuscript length.
The abstract should precede fee text on a separate piece of paper. The entire manuscript, 
including abstract, quotations, tables, and references, must be double-spaced.
[43 MANUSCRIPT STYLE.
References should be double-spaced and placed in alphabetical outer. The use of footnotes
http://www.haworthpress.com/store/productasp?sid:=5E3 QKRP61RJ39HSUSD W04... 21/06/2006
within fee text is discouraged. Words should be underfined only when it is intended feat they be 
typeset in italics.
. .
[S3 MANUSCRIPT PREPARATION.
Margins: leave at lea^ apne inch margin on aD four sides; set ail notes as endnotes.
l © f e '  Cover page: Importerit—Bubmit a cover page wife fee manuscript, indicating only fee article title 
(this is used for ancmympie in^ Breeihg).
Second “title page": Iritfude aiegular titie page as a separate document include the title again, 
plus:
' 'Lv.'V
•  foil authorship
•  an ABST^CTdfabout iOO wbrds (below the abstract prowde 3-10 key words for 
indexing purposes)’
•  a header or footer on each page with abbreviated title and page number of total (e.g., pg 
2°f7)
•  an introductory notewith authors' academic degrees, professional titles, affiliations, 
mailing and e-mail addresses' and any desired acknowledgement of research support or 
other credit
■QWt-.
. -    . .Any material that is not fextual is consideredartwork. This includes tables, figures, diagrams,
’ charts, graphs, fllustrations: appehdices, screen captures, and photos. Tables and figures 
(including legend, note  ^arid ^ fec^) shp(j^  :tte no larger than 41/2 x 6 1f2 indies. Type style 
' should be Helvetica {orHdi^ fo^inarit^ff necessary) and nosmallerthan 8 paint Vtfe request 
that computer-generated figures be m bldck and white and/or shades of gray (preferably no color; 
for it does not reproduce vfetij.. C^era-reatty art must contain no grammatical, typographical, or 
format errors and must repidduce sh^ty and deariy in the dimensions of the final printed page 
(41/2x61/2 mches). Photo&^ s d i^  baptOres must be saved as a TIFF fife or other graphic 
fite format such as JPEG bf BMPLForffe  ^hardcopy submission, these should be on didc or CD-• : V: :■ . ...................
■ ROM accompanying your manuscript For rapid publication we mist receive black-and-white
•:v.v glossy or matte positives (whifebacfcground with black images and/or wording) in addition to files
on disk. Tables diould be iCreated fefee text documentfite using tire software's Tabte future.
|7| SUBMITTING ART.
Both a printed hard copy and an etecbqniccopyof tiie art must be provkied.We request that 
\v .^’ each piece of art be sent inflsowri fifeoronacfidc separate firom fee disk contammg tire 
manuscript text file(s); disks shoukJ be cfearfylabefed- We reserve fire right fo (ff necessary) 
request new art, alter art, or ffafiefeb hasfoiled in achieving art that is presentable, delete art If 
•’ submiftedart cannot be used,Hiepublisher reservesfee right to redo tire art and to charge fee 
. author a fee of $55.00 per hour forfefe service. The Haworth Press, Inc. is not responsible for 
- errors incurred in the preparation of new arhwbrk. Camera-ready artwork must be prepared on 
separate sheets of paper. Afways use black ink and professional drawing instruments. Onthe 
back of these items, write your arfide titfe and feejournaltitletightiy in sofTIead pencil (please do 
. not write on the face of art), Inthetextfitei skip extra fines and indicate where these figures are 
placed. Photos are considered part t f  foeacceptabte manuscript and remain wife the publisher 
for use in additional printings.
[8] TYPESETTING.
You will not be receiving galley proofe of your article. Editorial revisions, if any, must therefore be 
made while your article is still in manuscript form. The final version of the manuscript will be the 
version you see published. Typesetter's errors will be corrected by fee production staff of The 
Haworth Press, Inc. Authors are expected to submit manuscripts, disks, and art that are free from 
error.
[9J DISK MEDIA.
http^Avwwiiaworfl]ipiess.coiii/store/producLasp?sid=5E3QKRP61RJ39HSUSDW04... 21/06/2006
he Haworth Press Online Catalog
(For Hardcopy Submissions) Haworth's in-house typesetting unit is able to utilize your final 
manuscript material as prepared on most personal computers and word processors. This will 
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Appendix F
INTERVIEW SCHEDULE
Note: The tense of some questions will be am ended if the participant’s 
mother is no longer alive)
1. Details of mother’s Holocaust experience that the daughter knows 
about
*How much do you know about your mother’s experiences during the 
Holocaust? (prompt: how did you find out how old were you then, was 
it gradual or a specific occasion, how often does she talk about it, 
never, all the time, do you ever ask, how does she respond when you 
ask, how does it feel to ask, have you ever wanted to know more, less)?
2. The overall atmosphere at home as daughter was growing up
*How would you describe the atmosphere at home during your 
childhood? (Prompt: happy, sad, hectic, cold, warm, calm, 
preoccupied, restricted, etc.)
*Can you describe your mother as a  person when you were growing 
up: her moods, interests, likes, dislikes, etc. Has she changed much over 
the years?
*Can you describe your mother’s relationships with various people as 
you were growing up (prompt: close warm relationships, distant, 
suspicious ones, different with different people, in what way and with 
who, who do you feel that she was able to trust, include various 
people like: partner, close family, extended family, friends, colleagues, 
neighbours, strangers, who do you feel that she was able to trust)?
*Can you think of an early memory that you have of your mother? Can
l
T h e  Q u e e n ’s  
b v e s s a r y  P r iz e s
3. Relationship with mother
*How would you describe your relationship with your mother? (Prompt: 
Close, distant, open, guarded, friendly, formal?)
*How often do  you see your mother? Talk to her on the phone? Can 
you describe a typical interaction between you? Do you feel that you 
see her enough? Too much?
oY
*What do you feel about her expectations from you? Can you think of 
anything about you that she is most proud of? Most critical about?
*is it possible to  explore your relationship with your mother in terms of 
emotions that you have when thinking about her? (prompt: Do you 
often feel angry with her? How do you feel about that? Can you 
confront her? Compassion, bitterness, admiration, protectiveness, etc.)
4. How do daughters of Holocaust survivor mothers come to terms with 
what they perceive of their mother’s war time ordeal
*How aware were you as a child o f her past? Can you remember how 
it m ade you feel towards her as a child?
*How aware are you now of her moods generally? (prompt: when she 
seems to be in a bad mood ,troubled, happy, satisfied)?
*Can you guess how her past had affected her? How do you feel 
about this?
*Can you describe the interaction between you and your mother when 
you were a child and things in your life d id not go well ?What about 
now?
*Do you feel that your knowledge (or lack o f knowledge) of what your 
mother’s experience was, affects the w ay you see her? If yes, in w hat 
way?
2
5. How the daughter perceives herself In re lation to  her mother
*How much in common would you say there is between you and your 
mother? In what way are you similar? Different? To what extent do  you 
feel that you share an outlook on life? On people?
*How close do you feel to your mother? How much of her Holocaust 
experience can you share and understand?
*Can you speculate on w hat having you, might have meant to your 
mother? Do you feel that her Holocaust experience had affected the 
way she was as a mother? If yes, can you guess in w hat way?
6. Daughter's experience of herself as growing up and becoming more 
independent
*Could you describe the flavour of the relationship between you and 
your mother during your adolescence? (prompt: What was her attitude 
to you going out, having friends, going away, moving out, etc.)? How 
free did you feel to rebel when you were an adolescent?
*What did you feel about her involvement with you, in relation to tha t of 
the non survivor mothers of your friends? (prompt: Did you feel 
more/less controlled, did she trust your judgement, was she clingy, did 
she not care, did you never feel you wanted to com pare her with 
anyone else, etc.?)
*How similar do you feel that you and your mother are as adults? What 
about any major issues that you agree/ don ’t agree on? How do you 
feel about the guidance that you were able to enjoy from her when in 
need to make important decisions? How important is her view/opinion 
for you now?
*How do you feel that being a daughter of a survivor affected you, in 
terms of strengths and weaknesses? Anything in particular that comes 
to mind in terms of who you feel you are today as a person?
— Tape recorder being switched off—-
THANK YOU VERY MUCH FOR TAKING PART IN MY STUDY.
3
APPENDIX G
TRANSCRIPT OF ‘SHARON’ f l )
EXPLORING THE EXPERIENCE OF WOMEN WHO WERE BORN TO
HOLOCAUST SURVIVOR MOTHERS: AN INTERPRETATIVE 
PHENOMENOLOGICAL ANALYSIS STUDY
R:( 2) So how much do you actually know about your mother’s 
experiences during the Holocaust?
P:(3): Relatively little, although in latter years, and also in different 
points in my life I have discovered things, not through her, but... 
just as...I don ’t know what level do you actually want me to go in 
to
R: Just as much as you want to really—
P: yeah, for example I was 10 when I was at ‘Heder’ (4) and the 
teacher, I remember him very well, told...I learnt of the Holocaust, 
was my first introduction, for the first time, and I remember coming 
home in the car, telling my parents because I thought they didn’t 
know about it, and my mother turning around saying:
- “Well I know about it”
- “Well how do you know about it?"
She said: -“ Because I was there”
And I...because at 10 years old you can ’t even hear an accent...I 
d idn’t even know my mother wasn’t born in England...That was all 
she said...you know she looked very tense...so, I’d say even up 
until I was twenty I really d idn’t know that much about what her 
experience [was] at all...and now, now she would go to schools 
and talk, but I will never discuss that with her ...She did write a 
book about it. It was published. It was...somebody kind of...she 
was ghost writer or something ...yeah...and I only read it after my 
second child was born...my husband read it...when...for me it was 
difficult because it didn’t sound like my mother writing it, because 
her... the person who had written it was using a language, like 
color in a language I know my mother, she doesn’t necessarily use. 
So it felt like someone else’s story. And I’ve also... in my mid­
twenties and then about three years ago we went back to 
Poland, so
R: With your mother?
168
P: First time with her and with the person who wrote the book 
about her and the second time with all my brothers, my husband, 
my dad, and we went to see the couple of Polish friends that 
saved her, and also they were given a reward for ‘righteous 
gentiles’ (5), so we were there for that, and to retrace the steps of 
my mum and to go to the camp. There were a lot of us. We were 
about...we had to hire a coach, because of the extended family 
and everything...so yeah...
R: The reason you had to learn about it indirectly and not from 
your mother was because you never asked or because she—
P: I had ...I had...I mean when I had asked it’s just been like stone 
wall...so much...I can ’t get the answers...
R: She made you feel that... ‘Don’t go there'
P: Yeah, kind of and then our relationship is not great, so we don ’t 
have that kind of relationship where we can talk about things that 
actually mean much.
R: Have you ever wanted to know more?
P: I think I would like to know more because I kind of...my feeling 
now is that we have the relationship we have because of her 
experience, and that if she could see that, and we could talk 
about it, it will make the relationship better. But w hat’s good is that 
since I’ve had the children, her relationship, especially with my 
oldest...the three years old, they have a fantastic relationship, and 
she will see him as often and as long as she can. She’s actually, 
you know, she will ring up, she wouldn’t ask how I am or anybody 
she just ask:
-“Can I speak to Avi?” (6) The relationship you know...and I’m 
actually very happy for that
R: So she is a better grand mother than a mother
P: She is a fantastic grand mother, yeah
R: How would you describe the atmosphere at home during your 
childhood?
169
P: Tense. Strict. Really my memories...very revolved around food...I 
remember six o ’clock dinner, you had to eat everything...it’s very 
very tense. Very tense. I just remember it being very strict and very 
disciplined and food being...I feel that this was the most important 
thing...my mum was compulsive, compulsive compulsive....being 
picked up from school, I remember from a very young age:
-“What did you have?” “ Did they give you the milk today?” “ Did 
you drink the milk?” “What did you eat today?" you know like 
really....’’they didn’t give it to you late?” "Did you have your 
share?” Very...if I ever had potato which there weren’t very many 
but I remember once, it’s really funny how you remember things I 
can ’t have been more than eight or nine, I was really happy 
because we had fried eggs with chips and I really enjoyed it and 
mum went:
-“What they give you no meat??’’ That’s for me that was really 
nice, fried eggs and chips...and I have to be careful with my 
children, I can see that I can be compulsive with food
R: Do you think that she was hungry during the war?
P: Yeah. Yeah. I don’t think the family [where she was hiding] tried 
to starve her or anything but I think that they were very low on 
food. She does describe one incident where she was given an 
orange for her birthday, her seventh or eighth birthday, and she 
wasn’t allowed to share it. My parents, their relationship was very 
strained. And now, that I am kind of older and a mother and all 
the rest of it, and I just wonder, you know if you actually don 't 
have so much of a model, to see how relationship actually work, 
or what makes a good relationship, or what makes a happy 
family...She had a lot of anger....I did ask her at one point why she 
had so many children, why did she have children, because I think I 
realized that she was very unhappy...and she said she laughed at 
Hitler’s face!...I was old enough to understand that Hitler had 
existed, but that comment really haunted me...She’s now got ten 
grandchildren but is she happy?
R: Did she lose anyone in the war?
P: Yeah, her mother. She committed suicide in the Ghetto the 
night before it was liquidated. Yeah. She was 31. My mother was 
five or six. Her father survived. He arrived in Israel. I don’t know the 
story. We have just visited him in America. He was in a near cam p 
and then there was a day when the Christians will go and take 
flowers to their dead relatives and he took a pot with him on the
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train and I don’t know the details but he managed to get out, 
another identity, and all that. And I don ’t know at what stage he 
left my grandmother, and if my grand mother had already 
committed suicide, and I don’t know when my mum found 
out...my grand father, he did business with non-Jews and he 
obviously had a very good non-Jewish connection, and my mum, 
because we went back to Poland with my mum to the Ghetto, 
and we saw the window with the wooden flanks, and she 
remembered them moving one of the flanks off so that my grand 
father could (sigh) push her through, so that they could pick her 
through...she remember them being so small that she could hardly 
fit through. That was the last time she saw her mother. She was in 
hiding for five or six years. For most part it was a flat in Warsaw, 
some of the time it was in the countryside, mostly in Warsaw in a 
flat, and she just did not leave the flat. She did not go to school. 
She used to carry notes to the priest, with the Resistance, because 
the family was with the Resistance. They lost...one sister was just a 
bit older than mum, and mum remembers that she was very 
resentful of her because she took attention from her, but then 
there was another sister that was about twenty one, and she got 
caught with some others and got shot. And they still kept my 
mum...part of the family was found to be in the Resistance and 
they still kept my mum. Even after the war they said that she could 
go on living with them, or they could get her on a boat that went 
to Palestine. She decided to go to Israel when she was eleven, but 
she could have easily stay with them. She was on the first boat. The 
first group of orphans that went to Israel. Her father went to the 
Kibbutz that she was on and when he saw her he did not believe it 
was her. He thought it was her cousin who was the same age. So 
much time had passed and so much growing up...She stayed on 
the Kibbutz and he was busy trying to rebuild his life. I know she has 
a lot of resentment about that time as well, I think he married 
shortly after and she d idn ’t like her step-mother, he's married now 
fourth time. And they never really meet. He went to America and 
she cam e to England. She cam e on her own. She came to study. 
She was teaching and that’s how she met my dad. She never 
really went to University.
R: Can you describe your mother as a person when you were 
growing up, her moods, interests, likes, dislikes...Hs she changed 
much over the years?
P: Yeah, she had changed a lot. As I was growing up...her children 
were her life! I don’t really remember her having any other
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interests. I think it was almost too much. It was, I think that she 
thought that we were so self contained, we d idn ’t need anybody 
else. I remember this feeling that I wanted friends to play and she 
would say:
-“Why do you want friends you’ve got your brothers to play w ith” 
you know, that kind of intensity. And it was very isolated. We lived 
somewhere that was not near a bus station or a train station, or 
there was always dependency on being picked up or being 
dropped off and being...I don ’t remember having that many 
friends. I mean laughter friends, I don ’t mean trouble friends. Has 
she changed? I think a lot perhaps has changed... for the better 
for her, was becoming more involved with the Holocaust survivor 
group. Like connecting with that and actually realizing that there 
were other people who had actually gone through her type of 
experience or obviously had some terrible experiences in their lives 
and they’ve also started a family. They made my mother feel very 
wanted. So there is a sense...She was quite controlling when we 
were growing up. Maybe she can ’t so much now as we are living 
our lives now.
R: Can you describe your mother’s relationships with various 
people as you were growing up? Who could she trust?
P: With my father very fraught. They are still together though 
(laughing). Actually a lot of people she doesn’t talk to: with her, 
my father’s father, with my mother’s father, a lot of it to do 
with...kind of...the way...I just remembered that my mum’s father 
lived in America, my father’s father lived in Israel/when the one 
from Israel arrived she would go out of the house, when he...a lot 
of it had to do with help and support. They d idn ’t...my father’s 
father was German and my mother's father was Polish. There was 
this terrible snobbery. My father had marry beneath him or 
something...I think that his father...they were very poor, and I think 
that my mother really really struggled with that, because her father 
gave what he could...because of him we actually went to a very 
good school...because he had gave mum the money to send us. 
A lot of it was around money and the school and with neighbors? 
We d idn ’t have a lot to do with neighbors. One family was Anti- 
Semitic. 11 wasn’t a very Jewish street. She could not trust anyone! 
No!
R: So apart from her children was there anybody else that she was 
close to?
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P: Something very sad happened to her when she first cam e to 
London, because she was befriended by an older Jewish couple 
that she met through the ‘Shul’ (7) and her father gave her some 
jewelry or something when she came over, and she, the story is 
Weird...but I really sense that it is true... I really do...so she asked 
this couple what she should do and how she should look after 
these jewels and they offered to look after them for her, and she 
trusted them and did not take it to a bank and they stole them 
and never gave them back. And this was like an old Jewish 
couple...you know...and that was the Jewsl So she would not trust 
a soul. To the point where even now with my husband I find myself, 
I keep telling him:
-“Why did you tell him?”-” Why did you have to tell him? And I can 
see it in myself. Not to this extent. Not that my husband got bad 
judgment, you know, he doesn’t, this is normal, but I can not trust.
R: Can you think of an early memory that you have of your 
mother?
P: I don’t have happy memories. Everything is sad with her I always 
see sadness. A lot of my memories are to do with her silence, if she 
was angry she would just go silent, like punishing me that way, and 
then by the time you start talking to her you can ’t remember why 
the argument happened in the first place. So, I don’t know at 
what stage I realized that our family...we were just 
different...friends of mine, it was just more relaxed, in their houses. 
You could just sense. I think I was quite young when I picked up on 
this. I definitely picked something different to my brothers. If I try to 
have this conversation with my brothers they will go:
“You know Sharon, what are you talking about, it wasn’t that 
bad” , you know, it’s interesting. I was the only girl out of four, it 
must have been difficult for her once I’ve reached five six, having 
to see, you know we were living our lives, where nothing was a 
problem. I could go to school, she never went to school, and I 
could do all those things that she could not do, run out in the 
street. You know, whatever it was I was still having a normal 
time...or having free childhood, I wouldn’t say normal but I was in 
theory free. Yeah. I just remember arguments, I remember my 
mother shouting:
-“At least you have a mother!"....
And I just go:
-“Why where is yours?” you know, and I remember all my friends 
going to their grand parents and, now I understand there are a lot 
of people who are East Europeans but all the people I was
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brought up with were just English English English, you know, they all 
had grand parents...! just remember thinking: “Why were they so 
different to us?"
R: Can you think of anything that she told you that stand out in 
your mind?
P: She had told me things like being with her mother [the Christian 
one that looked after her], and the train had been stopped by 
Nazis, and they were with guns looking for Jews, and my mum 
remembers this Nazi pointing a gun at her, she would have been 
five six, seven years old:
-“Are you Jewish?"
And she remembers the guy, she says she still have nightmares 
with his eyes, his green eyes she says, he had beautiful green eyes 
and the mother just turning around saying:
-“Of course she is not Jewish"
Someone who she knew as a child as she was walking down the 
street saw her, started to shout: “ Jew Jew Jew!" but a lot of Polish 
people, strangers to her, huddled around that girl, basically to 
hush her up. She was lucky. Those are the kind of things that stand 
out from the stories that she told me. I remember the shock when I 
thought I was telling my parents something they did not know, you 
know that kind of arrogance you have as a child, you‘ve been 
learning something, you think, oh you know and just the shock that 
my mother was ...every time it was the shock that she was there 
and then shock because this was happened... and then...what 
was this? How did this happen? How am I here? I am not cross with 
my mum but I am very young like..."who am I?" and she was like: 
-“You are Sharon" and I am like:
-“ How did I get here?” Nothing related to her story because I had 
no idea, but I feel I sensed something...
R: How would you describe your relationship with your mother?
P: Not close, Very guarded. 1 think there's a terrible sadness on 
both our sides about it, but neither of us can do anything that 
seems to change it. We really can ’t. My husband is a very good 
kind of bringing everyone together. He comes from a very close 
family. Very close, very communicative family, I mean, so contrary 
to ours, I think he’s quite ...but now he understands it more, he 
really tries his best, he kind of brings us gently...because my 
mum...for us to kiss each other is very...so he’ll, w e ’ll be at the 
door and he will go:
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-“ Kiss your daughter, kiss your mother” you know, he will...and I’m 
38 for god ’s sake, you know, and we can ’t kiss each other. I was 
saying to my husband: “ I am scared if w e ’ll have a daughter” , 
because who is to say I can do any differently, you know, I hope I 
could because I don’t have her...her traumas. My husband and I 
went to some counselling because there were definitely 
relationship problems, and a lot of stuff cam e out. 1 think I was 
repeating things I had seen in terms of blanking, the counselor said 
it was quite interesting, it’s almost like I go out of my way to make 
this relationship a very good one, to the extent that if I feel like this 
is not enough I take it quite badly
R: How often do you see your mother?
P: Because of Avi, we will see each other at least once a week, 
but there is very little communication, it’s quite amazing, every 
time I see her it strikes me, every time there will be some kind of 
argument. She will pick him up from school, and she typically, I 
would say bring him back by four and she will go:
-“Why so early?” “ Especially now that Shabbat does not come 
early” and I go:
- “ Mum, I need to give him Dinner, I need to give him a bath. He 
actually never slept there and I am not sure why because I will not 
have a problem with that, I don’t know...I think that also might be 
a case of her thinking I wouldn’t have it and me thinking I'm not 
going to ask...so
R: Do you talk to her on the phone?
P: Not, unless it’s an arrangement to do with Avi.
R: Can you describe a typical interaction between you?
P: Passing on information. She will say that Avi had his lunch. A lot 
of it is around food. My mum will go:
-“Avi was really good he ate three viennas, and you know, but 
that said my mum can be very good. When I had like certain 
crises, very good in crises. And then we could talk a bit more. I 
think she can relate a bit more to crisis, I don ’t think she can relate 
to happiness. She is a survivor, she has been there and she knows 
how to deal with it, and she will love me unconditionally and she is 
supportive. And in that kind of situation I know she is there, but I’ ll 
never be able to go on the phone:
-“ Ho mum I’m so happy, married or life generally”
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R: She can only relate to you when things d o n ’t go  well
P: When things don’t go well she is fantastic. You want to share 
good things with your mother...you know you have a mother...I 
must say, I often feel the irony that I have a mother but I ca n ’t be 
with her like a mother.
R: Would you like to see your mother more often?
P: I constantly struggle with the relationship that we have, 
constantly struggle that the same patterns repeat themselves, and 
my husband said to me:
-“Just accep t it, accept it and you’ll be happier for it’’ So I did. I 
suppose I could...I think I’m trying to do something about it, like 
actually confronting it or talking about it, I think I’ve tried once: I 
took her to Spain, I did an MBA and they were very supportive, you 
know, even though I moved back home, because I couldn’t 
afford to carry on renting, you know she was very good, she was 
like cooking, and like you know there’s always meals and she 
was...it was very good, and I took her to say ‘thank you’ or 
whatever, and I wanted to talk about it and she was going like: 
-“That is ridiculous, tha t’s how it is...’’she could not understand 
what I was talking about. I think that her perception of me is that I 
am very difficult daughter, doesn’t appreciate her mother...I 
would imagine the kind of conversations she has with her 
Holocaust survivors friends: I imagine like...you know in a way my 
mum she’s got four children, none of them go into drugs or alcohol 
or anything, to be fair, in our different fields we are all quite 
successful, not to be proud of and they all married Jewish, I nearly 
married a none Jew and I remember having a conversation with 
him because I was brought up Reform, in a house that really d idn ’t 
see much ‘Jewishkeit’ (8 ) nothing, and I remember saying to this 
guy:
-“Our kids will be Jewish” and he said:
-“ No, they will be half half” and me going:
-“ No they can ’t because I am Jewish” and when he just said that it 
just suddenly dawned on me...the relationship broke up within two 
weeks after that. I’ve now gone to the other extreme [by marrying 
an orthodox Jew]. I do feel more at home observant than I do non 
observant and I don’t know why that is.
R: What do you feel about her expectations from you?
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P: I do feel like I never met them! Whatever they were I could 
never reach them. And I think my brothers feel like that as well. I 
mean I married late and there was a point where she was kind of: 
-“What is wrong with you?” I remember I was thirty four when I got 
married which in any circle is late. And I think partly because I just 
d idn’t know how to...there was an inability to kind of know how to 
connect. My brothers are happy. It’s very interesting because they 
have kind of the same role model, there’s no reason...I was always 
wondering if I had another sister, whether she would have been 
the same or whether it’s just me.... But you know credit to my 
mother in a way, is that she was ambitious for us, in her way, 
because she pushed in her way, we did struck, because my father 
isn’t ambitious, he would have been quite happy for us to go 
to...a t the time it was quite rough, it was to go up to the Primary 
school. We went to primary comprehensive which was fine, but 
then there was the secondary follow on school but it was rough 
where we were, and if we had gone there we wouldn’t have had 
the opportunities that we have and she really pushed us to go to 
the school that was a really beautiful Jewish boarding school. We 
all got there on scholarships, you know, and I think she wanted the 
best for everybody. But she didn’t want me to go to University. She 
really d idn’t want me because she wanted me to be married at 
eighteen.
R: There were mixed messages
P: Very mixed messages. I think it was different with the boys, but 
for me there was this guy, my childhood sweetheart at school, very 
sweet, very nice, very rich, and she really wanted me to marry him. 
And I refused. It just d idn ’t feel right to me and I wanted to go to 
University and I went there, I d idn’t want to be dependant on 
anyone and I wanted to have a career, and it’s kind of spiral that 
goes out of control: if you are a woman and you want everything 
and you fight against your mother’s kind of old fashion...which I 
am probably now just as old fashion...If I think of my daughter....!’d 
hate it...to go through all that with her. It’s very hard if you want to 
mix the two together. Some people have he ability...
R: What was she most proud of?
P: My kids. She kind of picked up on it as I was growing up, she said 
to me once:
“ I can ’t believe you are so maternal” She means it she had this 
view that I ...I think she kind of thought that I wasn’t going to get
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married, I don ’t think that she realized that there was stuff going on 
there. She just assumed that I wasn’t maternal, whereas inside I 
was like yearning to have a family and yearning to have that 
normality and all the rest of it. It just wasn’t coming my way... it’s a 
very interesting question actually...actually I have no idea...I think 
at the time I thought that maybe some of my career, may after 
my MBA when I landed a job, it was kind of allowed me more 
financial freedom and I think she was actually:
-“ I can ’t believe Sharon actually did it” I don’t know if that was 
proud or just disbelief, I don’t know. There seems to be an aura of 
disappointment, you know, I feel, my mum looks at me she is 
disappointed in me
R: Is it possible to explore your relationships with your mother in 
terms of emotions that you have when thinking about her?
P: Real sense of pity, but I don ’t think this is a good thing, or I don ’t 
think, you don’t want to pity your mother. Actually I feel sadness, 
about her, I thought anger, which I hate having, because I know 
it’s not her fault, that it happened to her but then I think to myself, 
but then you bring people into the world, it’s a responsibility, and I 
think, now that I have the sons, the boys, I really want...you know 
when I was getting married to Peter (9) I said to him:
-‘‘What do you want to get out of life, what do you really really 
want ‘‘And I went:
-“Seriously, I want a house full of laaaughter" and it comes back to 
us all the time! Because the truth is when you’ve got, you know I 
love it when there are kids running around the house and creating 
chaos, and laughing...there is nothing better...does that makes 
sense ? When you genuinely see people enjoying people’s 
company for what it is, and just...sorry...that’s not answering your 
question...! keep diverting, sorry but... there is a pity and there is 
guilt. I feel guilt that I should have been a better daughter, but 1 
can ’t! I don ’t know now how to access it, and I kind of let Peter be 
the great new son as opposed to me being a better daughter. 
And the anger is a problem. I know it’s a problem because whilst 
you are angry you still think it can change. If you are angry it’s 
because there’s hope. You want it to be XYZ...why can ’t it be like. 
It’s very interesting being married to Peter because he just says: 
-“well it is what it is” and I could not see it before. So I was much 
angrier before...
R: Could you confront her?
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P: No, no...I tried that once and...it’s a mute point...I just...What 
could I say to her? Because the truth is because I think if you 
confront you expect to change someone but now what can I 
have? Can I really have a conversation with my mum? I want to 
have just a trivial conversation with my mum...I want to be able to 
pick up the phone say:
-“ Hey mum, guess who I saw in the Supermarket today that really 
made me laugh?” That kind of conversation, or you know,
R: Do you ever go shopping with her?
P: No, for my Wedding dress, tha t’s it. We never really go for coffee 
or, unless there is some tragic crises and then w e ’ll go somewhere. 
When I was young I kind of was in my own world. You know, I knew 
it wasn’t quite right, and I couldn’t work it out and it was just what 
it was. Mum was just in a bad mood most of the time, you know, 
it’s that kind of ...perception
R: How aware were you as a child of her past? Can you remember 
how it made you feel towards her as a child?
P: Yeah. I mean. It brings back that conversation about "At least 
you’ve got a mother” was definitely somewhere when I was 
between five and ten. But I d idn’t realize then that she had a 
different past to the one I had, she just mentioned about not 
having a mother but it d idn’t mean much to me...I d idn’t really 
understand why...I just knew that she was different to other 
mothers. Other kids’ mothers’ and then she had no brothers or 
sisters. She was an only child and that was the point.
R: How aware are you now of her moods generally?
P: Vary. But then I only see her that often so it’s only when I see 
her...yeah...after Avi was born, I went back to her house with Avi 
because we had some work done to our house and there was no 
space for all of us and with a new baby I just thought I’ll move 
back to my parents’ house, then I was there for a couple of 
months and I was very aware they would not talk to each other, 
the way she talks to him, quick to jump to conclusions, yeah, not 
good communication to say the least. Really not good 
communication. Nothing would be talked through like normal.
R: Can you guess how her past had affected her?
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P: Yeah very much! I think I am very sensitive to that. To why she is 
the way she is now. That’s why I feel guilty, I feel angry, but it’s 
almost like I can really understand why she...what she’d been 
through, why she is acting a certain way, but I still feel that we 
need...children as well is a responsibility in its own right. At some 
point one has to move on! It’s interesting when you hear other 
survivors speaking. I remember once I heard this lady survivor 
speaking, she would have been roughly the age of my mum, a bit 
older, and she really had dealt with it, you know, and it made me 
feel bad because in a way I think if my mum had found herself in a 
different circle or had gone to therapy or counselling, with the 
right counselor, she could be in such a different place!...I have 
said to my mum...when I went to my counselling, my marriage, 
and I have only been married for a very short time, hits a very bad 
thing, that we had a serious of terrible things happened, not 
terrible but Peter lost his job and we were due a baby and the 
house, we just started a big renovation, I was diagnosed with a 
thyroid condition which makes you almost go up and down. So it 
was a very hyperactive thyroid. There were a lot of things going on 
and we basically just d idn’t cope at all. And...I have lost my train 
of thoughts...I told my mum about the counselling because we 
were just going to split, because it was just very unbearable. And 
there was this amazing counselor, I am so amazed by her, I was 
telling my mum, I was begging her to go to her, for her own...she 
was the third person we went to. The first two had we stayed with 
those two we would have been now divorced.” That’s how scary 
counselling is!” During this time I was very close with my mum, we 
talked a lot! A lot!
R: Because it was crises.
P: It was a crisis and her daughter was terribly upset, and she could 
relate to that! But then when we started clearing up and things 
started like, you know, amazing stuff went on with those 
counselling sessions, umm I really talked to my mum about going 
and she said:
-‘‘What can I change? How can I change?” But I still think if she 
went there she would have picked up a lot.
R: Can you describe the interaction between you and your mother 
when you were a child and things in your life did not go well?
P: She was good in crisis, I’m trying to think as a child, If 1 had a 
problem with a friend...a...a...I knew that if I fold her something, 
later in anger she would use it back in my face
R: So she wasn’t safe
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P: No, she wasn’t safe. I d idn ’t really confide in her with stuff...Now 
she is very good with problems. She swings into action. It brings her 
to life.
R: Do you feel that what you know of your mother’s experience 
during the Holocaust affects the way you see her? If yes, in what 
way?
P: It’s very hard, because in my mother’s experience the tragedy 
was of course that she was thrown away...thrown apart from her 
family, but this other family which she had brought her enormous 
love, in fact she would talk about her second mother or other 
mother or whatever, incredible love and adoration. It was a very 
hard decision between going on the boat, not even knowing if 
there was any family alive or staying in Poland with this family. 
Yeah, I fhink a lot of the way, all these number of things could 
have happened to her, the decisions she had made...,l do find 
myself thinking about it quite a lot. I suppose it’s quite a selfish 
thing, because I find it quite bizarre that I will be alive at all...if it 
wasn't for...Hitler, this is what I’m saying to Peter, that He is our 
‘shciduch maker’ (10) because I would not live in England, I still do 
not feel English, I was brought up here, I don’t feel English at all. I’m 
looking at Avi and I’m looking at Shlomo (11) and I’m just thinking: 
-“What are the chances?” "What are the chances?” ... [For them 
to have born], actually, you know it really got to the point where I 
really thought I wasn’t going to get married or have children. 
Actually I find if miraculous. Why some people’s journeys are so 
much harder? You know, your father, your mother...I question 
these things the whole time.
R: How much in common would you say there is between you and 
your mother? To what extent do you feel that you share an 
outlook on life and on people?
P: I think there are scary similarities, and I think there are behaviors 
which we share. All the things I don ’t want. Just the intensity, the 
compulsiveness, the mood swings, I used to amaze myself; I d idn ’f 
really realize I was doing it, and how I handled arguments. The 
idea of talking  through an argument was bizaaarre...! could 
ignore Peter for days. I thought it was pretty normal. Peter, he 
comes from a really communicative environment, and he d idn ’t 
like it. It’s really interesting, you know when you realize that there 
are other ways...it sound stupid but...but...to ...to yeah...Don’t 
think that I totally look down on my mum, I do see my mum as
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someone who gives an incredible amount. You know, there is 
obviously the side of her I’m not talking about, because I’m not 
troubled by it, you know people who know my mum when they 
talk about her, they talk about her very warmly, and they see that 
she’ll give anything for the children and her grand children. You 
know it’s interesting; I used to think that Peter’s grand mother was 
not a good grand mother because she didn’t want to be with the 
kids so much, you know, my mother is obsessive about it. She will 
drop  eeeverything. If you say, I might have to do something and I 
can ’t get to ...I can ’t say: -“Are you doing anything...’’ - “Why?” 
And then she goes:
-“Well if you want I can do it, I can do it do you want me to look 
after your kids?" I can ’t have a conversation; she will never 
say...Even when I was going on labor, like every night she was on 
call, she was ready, and actually I was two weeks late, When I 
went into labor and I’d speak to her on the phone and I’d say: 
-“Mum, I think you have tickets for the theatre tonight” She said: 
-"OK I’m not going it’s OK” As it happened I did go into labor but 
or even if it’s not crisis with the kids but she will be there for the kids
R: That comes first
P: Yeah. Yeah. I mean it might not be fair on my father; sometimes 
they’ve got an arrangement. But no, she would drop  everything. I 
can never remember her saying:
-“No. I can ’t I am busy” the way Peter’s mum very easily, which I 
find strange:
-“ No I can ’t I am doing a course, or I’ve got Bridge and I’m 
doing...She’s got her own life and I’m like...For my mother her 
grand children are the center of her life. Yeah
R: How close do you feel to your mother? How much of her 
Holocaust experience can you share and understand?
P: I can ’t share it with her at all. When I think about it, I really don ’t 
think I understood what Jewish was until ...you know, if I try and 
think about how I’ve learned things about her, how I’ve learned 
to understand my identity or who I want ...I remember, we were 
coming back in the car, it was with one of my brothers, the one 
who is now a workaholic, and one of the neighbors cars was 
parked on our driveway, and my mother said to us could we just 
go off and ask them to move the car, we went there, and I 
remember this woman answering, calling her husband:
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-“ Ben, Jews want us to move our car” To me I did not know what a 
Jew was. I remember my mum like having tears coming down her 
face. And I was like:
-“What’s wrong what are Jews what is wrong with Jews?” They 
never told me I was Jewish! You know, even when I see Avi, a 
three year old, in my head, I feel really happy that he already 
knows he is Jewish. I think this is probably a bit of an obsession, 
because he really understands, the meaning of being a Jew and 
the significance. It completely turned around. But I also remember 
once, I don ’t know why I remember these things, there’s clearly a 
reason why I remember certain things, I was kneeling by my bed 
like this [Christian praying position] and my mum comes in and she 
goes:
-“What are you doing?” I must have been doing it for ages, and 
I’m like:
-“ I’m praying” Because I must have seen it on television or in a 
book, “ tha t’s how you pray” And she goes:
-“ Don’t pray like that Sharon” And I go:
-“So how do you pray?” And she goes”
-” ln bed, lying down” . So some things, they never used to pray or 
say the ‘Shema’ (12) or anything, but I was clearly needing to 
pray!
R: It was very confusing
P: Yeah. Now with Avi, I’m telling you this is like a therapy session, 
talking away, every night that I put him to bed I’m saying the 
‘Shema’ with him, you know, I’m stroking his hair, it just feels...And 
it was very sweet because when he was a bit younger we went 
out and the baby-sitter said he was asking to do something saying: 
-“Shhhhmmm” He kept asking her to do the “Shema”
R: It had come full circle
P: Yes you are right, it had come full circle.
R: Can you sometimes feel that you understand what she went 
through not through talking to her, just—
P: Yeah. Yes I do. I often actually think that I can imagine, like 
physically imagining it. I'm imagining being, because I’ve seen 
the flat as well, and everything. I think I spend a lot of time doing 
things like that, imagining, what it must have been for a five- six 
seven- eight year old. Yes I do. In fact I think I relive it. I am 
obsessed by the Holocaust by the way, I will think about something
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to do with the Holocaust almost everyday. Everyday. Yeah. And I’ ll 
do it from all different perspectives: from books I’ve read, from 
footage I’ve seen, from my mum’s experience, and I don ’t know 
what makes thoughts come into my head, but it’s always flashing.
I think it’s terrible for me because I just find myself looking at the 
situation today in Europe and thinking that we are heading in the 
same direction. I extrapolate it and I exaggerate, and I am 
obsessed. We are having again Anti-Semitic academics, you know 
doing things like boycotting, you know, their version of boycotting 
Israel, tha t’s not very nice! Lots of things like that happening, 
building up to it, it d idn’t just happen over night!
R: It happened to your mother so it can happen again
P: Yeah! Anyway I do want to live in Israel in any case
R: Can you speculate on what having you, might have meant to 
your mother? Do you feel that her Holocaust experience had 
affected the way she was as a mother? If yes, can you guess in 
what way?
P: I think, you know, that there was a difference between having 
me and having the boys. And I think that her having boys was 
great, but I think that having a daughter, I don’t think she planned 
to live her life through me but I think she couldn’t help it. I think 
tha t’s why our relationship had broken down. I think she think I 
should be much more grateful than I am. In her head. All these 
things I have that she didn’t have. But what she doesn’t 
understand is that even though I have it, I don’t have it. It’s a 
terrible feeling to know you have a mother, but not being able to 
have a relationship with your mother. What our relationship is not a 
mother-daughter relationship! It’s very ironic. I feel very sorry for my 
mum in that sense, you know, that side of her life, she lost her 
mother, which to lose a mother, to know from a very young age 
that your mother took her own life, you know, can you ever get 
over that? I don ’t know. And my mum is 72; I think she’s still harbors 
the feelings of six years old inside her. So what chances do we 
have... and I feel like I am kind of a better person, I could have 
been a bigger person and got over her crisis and be a kind of a 
mother to her, I can ’t explain it. There’s guilt, because I feel like I 
should have been more sympathetic to her, but I feel like I was, 
but it’s just... it was relentless. It was relentless. To the point where I 
think I got to the point where I said:
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-“ I also have a life, I’m also entitled to happiness, “ I shouldn't be so 
unhappy because you have felt unhappy” “We’ve got all the 
opportunities to be happy, so let’s be happy” This is what 
happened, you know, that at that point I just think:
-“ It’s not my fault that I was born after you” , you know, “ it’s not my 
fault that” , you know, “ I’m her daughter and I feel like, I should 
have been making her life better, and I probably just not making it 
any better at all. I can ’t help it. I can ’t help iti And the way I feel is I 
wanted to give to my children. I’ve becom e obsessive like that, I 
wanted to take a step back and do the best I can for my children, 
without living my life through them, I don’t know if I’ll do a better 
job but I know how unhappy I was as a child and I don’t want 
them to be unhappy children, I really want to bring up happy 
children. I want them to be able to bring up functional families.
R: Could you describe the flavor of the relationship between you 
and your mother during your adolescence?
P: I wasn’t allowed. I have such a lot of anger about it because I 
wasn’t allowed out at all. Everyone I know went on Israel Summer 
Camp. Everybody I know. Until this day they will talk about their 
experiences when they were sixteen years old. My mother and 
father did not let me go on any of these things. My only social life 
which is why I loved Boarding School was at Boarding School. Then 
I’d come home on holiday. I wasn’t really allowed out. I mean it 
was strict beyond ...pathetic....and inside of me I was a very social 
person. I think you will get children who are very social and who 
are not, I know, inside of me I really wanted to have friends, and I 
really wanted to be out and about. I wasn’t a shy little thing. I 
really wasn’t. And I just wanted to go out. And then when I did go 
out it was like, this whole dependency, because we weren’t near 
anywhere, like w e ’re here that you are just two seconds from the 
tube, you know, I’ve still got such anger. I actually have a lot of 
anger about that, because I think, they are very important years in 
your life, to build a relationship, not talking about boy friend girl 
friend, just experience of life and... it’s really wrong, it’s really 
wrong...
R: Could you rebel?
P: Really rebel? I don’t think I really ever have. I just think for me the 
rebellion was this angry side of me that I just d idn’t let it go. I went 
through a stage, I mean, I went through a stage, it was much later,
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When I was living on my own, I was just doing things that they 
would not approve of. By that point I d idn’t know really where 
life...what life was meant to be like and I was just going for instant 
gratification whenever and wherever it came. I was just a bit 
empty and lonely, but they didn’t even know about it.
R: What did you feel about her involvement with you, in relation to 
that of non survivor mothers of your friends?
P: She was much more controlling; she did not believe I had 
judgment. She was just very controlling. From the age like very 
young, kind of like Primary school and then she used to call this 
friend of mine bloody Clara (13). She sent me to the school, there 
was a girl called Clara and she thought that she was common, 
she used to call her ‘bloody Clara’ and I used to tell her:
-“ But you sent me to this school, and these are like the people in 
the class” - “Why are you talking to ‘bloody Clara’?” That’s how 
she used to talk about her, but also very like...what right has she, if 
she has sent me to this school, what right has she to tell me who 
out of that class I can befriend with?
R: How similar do you feel that you and your mother are as adults? 
Could you rely on her for advice when making an important 
decision? How important is her view for you now?
P: Certainly as adults I see some of her behaviors. I think a lot of 
mothers-daughters like will talk about that, it’s just for me it’s just a 
bit of a worry, because they are quite excessive. I will never come 
to her with a problem because she is so harsh; she is so cutting, it’s 
better not to give her that opportunity, so that she doesn’t see the 
disappointment in my response. Yeah. I think some people look for 
the worse in other people, and I think other people give people 
the benefit of the doubt. I don’t want to be like her, because 
you’ve got to give to everyone the benefit of the doubt. I blame 
everything on the Holocaust, but I’ ll never know, I think she’s got so 
much anger and so much lack of trust and so much betrayal and 
resentment, so much ‘shit’ had happened in her life, that when 
things are the way they are...even with friends of mine, you know, 
or flat mates, she will say:
-“She’s still not working, she’s still not married?” you know, not like: - 
’’She is looking really good" My dad also, they both pick up on 
these things. She was always looking; it’s like I can almost know 
what she will think of a certain situation. My mother could not 
believe that I was having problems getting relations, because for
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certain reasons...no, she wouldn’t think that my issues with 
relationships have anything to do with my learning of relationships 
[from my family]. I tell you, I really found it hard to like my mother 
at that point. Really do. (Crying) I was so upset that my mother 
had misread me so badly. I do believe that she did play a role in 
the fact that I d idn’t get married earlier...but she wouldn’t see that 
as a factor at all. How can you be expected to get married 
younger if you do not understand yourself at all? At 
All? You are still wondering: -“Why would I want to get married?” I 
was asking myself that question a lot. Awful. I swear. My brothers 
didn’t seem to have problems, How com e they didn’t get it like 
they saw the same things? How come, they just didn’t?
R: How do you feel that being a daughter of a survivor affected 
you, in terms of strengths and in terms of weaknesses?
P: I think it made me unhappy but also able to shut it off. I think it’s 
more a strength than a weakness, literally almost shut it off like 
almost kind of, forget, not forget but cut it. I got let down by a 
friend and I really can ’t face confronting it, I could cut that person 
out and get on. It is terrible.
R: It is the survivor, maybe your mother had to do the same thing 
to get on with life
P: Yeah. Yeah. Weaknesses are inability to make the real kind of 
friendships. I have made some lovely friends. I really do, but I think 
I’ve been trashed by people along the way because of my 
inability to be in relationships, I don ’t know, and friendships, I don ’t 
think it’s that straight forward for me, I’m just, I haven’t got that 
‘happy go lucky’ self that I would like. Things have got an intensity 
that I don ’t like but that is just part of me. It's amazing with Peter 
because he really is the other side of the coin. He is like a child 
that was very sociable by nature and was totally free to do what 
he wanted, yeah? If you walk in the street with him he knows 
everybody, everyone knows my husband. Nothing works him up. I 
am very conscious that I and my mum have very few friends and I 
am very conscious that my husband has loads.
Also, I had this guy that I was crazy about, and I thought we will 
end up getting married but then he left me. (Crying), that was 
when I was trying to take my life.... When I asked him why he just 
said:
-“ It’s your family...”
t
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R: Anything in particular that comes to mind in terms of who you 
feel you are today as a person?
P: I’m still trying to work it out, swear to God, I really am. I'm finally 
getting a bit closer. I feel very Jewish, Davka (14) Jewish though. 
And to me it’s more than just a label. I need to understand it in 
more depth. I was brought up at Reform Shul, Which I hated; it was 
just a competition for the best outfit. The Orthodox community I 
find very warm. 1 know this might be a bit naive but there is a kind 
of warmth and an acceptance that I find in that community.
NOTES:
(1) This is a Pseudonym, used for the purpose of maintaining the 
anonymity of this participant
(2 ) Researcher
(3) Participant
(4) Sunday school for Jewish children
(5) Non Jews who helped to save Jews during the Holocaust
(6) This is a Pseudonym, used for the purpose of maintaining the 
anonymity of this paper
(7) Synagogue
(8) Jewish culture and tradition
(9) This is a Pseudonym, used for the purpose of maintaining the 
anonymity of this participant
(10) Hebrew word for ‘match maker’
0 1 ) This is a Pseudonym used for the purpose of maintaining the 
anonymity of this participant
(12) A Jewish prayer
(13) This is a Pseudonym used for the purpose of maintaining the 
anonymity of this participant
(14) In defiance in Hebrew
188
Appendix H
Table 2: MASTER TABLE OF THEMES FOR THE GROUP
1. COMMUNICATION BS DILUTED BY A TABOO
Difficult to talk about 
Shock on discovery 
Lack of communication
2. LIVING WITH THE AFTERMATH OF THE HOLOCAUST
Like mother like daughter 
Compulsions in the family 
Need to locate badness 
Work ethos 
Gains
3. THE ROLE OF CHILDREN IN THE LIFE OF A SURVIVOR
On having children
Expectations from daughter
Role reversal between mother & daughter
4. DAUGHTER'S ATTEMPT TO MAKE SENSE
Difference between daughters and sons 
A portrait of a survivor 
Trying to  understand mother 
Mother is more available to others 
Admiration, guilt, and living in mother’s shadow
5. ON BECOMING A VICTIM AND TRYING TO BREAK FREE
Difficult relationships
Thoughts about the mothering received
Daughter’s needs unmet
At the receiving end of abuse
Struggle to separate from mother
6. WHEN TRAUMA IS TRANSMITTED TO DAUGHTER
Symbiotic relationships and no separation 
Imagine it in the body 
Daughter developing symptoms
Appendix i
Table 3: Six superordinate themes and their subfhemes fwifh relevant 
quotations from transcripts)
1. COMMUNICATION IS DILUTED BY A TABOO
Difficult to talk about “ because obviously even after all these years it's still 
difficult...there was nothing they wouldn’t tell me but of course they 
expected me as a child maybe to ask more than I did" (Jenny)
Shock on discovery “every time it was the shock that she was there and 
then the shock because this was happened" (Sharon)
Lack of communication “my feeling now is that w e have the relationship we 
have because of her experience, and that if she could see th a t and w e 
could talk about it, it will make the relationship better” (Sharon)
2. LIVING WITH THE AFTERMATH OF THE HOLOCAUST
Like mother like daughter “w e are similar in that w e both don ’t like
changes...we don ’t  like new things” (Jenny)
Compulsions in the family “ in my household food is very important...I think a 
lot about food... that is really obsessive in our household” (Nelly)
Need to locate badness “being in cotton wool, but always...but there’s 
something bad...just around the comer” (Julia)
Work ethos "they [parents] both thought tha t if you worked hard and you 
were determ ined...that’s what you should do ” (Molly)
Gains “ I think it possibly made me a stronger person, in terms of knowing 
what my mother went through” (Daniella)
3. THE ROLE OF CHILDREN IN THE LIFE OF A SURVIVOR
On having children “ I did ask her a t one point why she had so many
children...and she said she laughed at Hitler’s face !” (Sharon)
Expectations from daughter “  she did control us in that way of implying that 
only the best is good enough, but she wouldn’t have to say tha t” (Rose) 
Role reversal between mother & daughter “ that they might need me any 
moment...! was always the most capab le  one...that if anything I was the 
strongest” (Emma)
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Table 3: continued
4. DAUGHTER’S ATTEMPT TO MAKE SENSE
Difference between daughters and sons “ I think that her having boys was 
great, but I think that having a daughter, I don ’t think she planned to live 
her life through me but I think she couldn’t help it” (Sharon)
A portrait of a survivor “ by the time she cam e out she was a broken person, 
it was like replanting an old tree” (Edith)
Trying to understand mother ”my mum is so controlled, that I’ve always 
wondered...if she stopped that control...what will be underneath” (Rose) 
Mother is more available to others “ she will be very fun loving, very 
charming...and she’ll be all that to strangers...none of that really appeared 
for us” (Daniella)
Admiration, guilt, and living in mother’s shadow “I don ’t know how I would 
have behaved or survived something like that” (Catherine)
5. ON BECOMING A VICTIM AND TRYING TO BREAK FREE 
Difficult relationships “she looked after us physically, but it was completely 
devoid of any personal touch...and then she wanted it to becom e personal 
but by then, it could not really last” (Nelly)
Thoughts about the mothering received “ I can ’t say that my mother was 
really my mother for me" (Daniella)
Daughter’s needs unmet “ it was very much about ‘off you g o ’ ...that was 
the opposite of what I needed to hear” (Rose)
At the receiving end of abuse “ I think that because there was no 
communication about feelings there was also no physical communication 
whatsoever apart from the beating” (Nelly)
Struggle to separate from mother “ I also have a life, I’m also entitled to 
happiness, I shouldn’t be so unhappy because you have felt unhappy” 
(Sharon)
6. WHEN TRAUMA IS TRANSMITTED TO DAUGHTER
Symbiotic relationships and no separation “ Nothing has ever changed or 
developed...everything is the same at the age of three, ten, fifteen” (Julia) 
Imagine it in the body “most of the children of Holocaust survivors I have 
spoken to share the parents’ pain in a way, umm, of what they went 
through, umm, I feel weepy now even just thinking about it, you know, that 
this is my parents" (Daniella)
Daughter developing symptoms “ I used to get scared to leave the house in 
case I come across something that looked to me anti-Semitic” (Nelly)
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APPENDIX J: A directory for subthemes
DANIELLA NELL> CATHERINE MOLLY
ROSE JULIA EDITH JENNY
DIFFICULT TO TALK ABOUT
In fo rm a tio n  w ith h e ld  ( p . l )  D ifficu lt to  c o m p re h e n d  (p. 12) V.
Mother doesn’t talk about 
it (p .l) Mother drops comments (p.2) Knows quite a lot (p . l )  
Regrets for not knowing m ore about p re-w ar life (p .5) M other 
w anted  to protect daughter (p .21)M ore unknown than known  
(p . l )  M other not ap p ro ac h a b le  to answer (p .2) N ever ta lked  
about (p . l )  M other drops snippets (p . l )  o fv d id r fa k 
m uch (p .l )  M other would drop fragm ented  com m ents (p .3) 
Holocaust was not discussed (p .4) Regrets not asking m ore  
( p.4) M other d idn’t like to talk about Holocaust (evoked  
uneasy feelings of sham e guilt and pain? (p .23) Daughter 
regrets not knowing m ore about m other’s ordeal (p .23) 
M other not sure how m uch and w hat to fell daughter (p .2 ) I 
know the basics (p .3) It’s known but it’s not ta lked  ab o u t...it’s 
there (p .4) They w anted  us to get the basics, not details (p .4) 
She d idn’t really speak (p .3)
l
APPENDIX K
LETTER GRANTING ETHICAL APPROVAL
APPENDIX X: Content analysis -qualitative illustration of categories by
means of representative quotations from the data
Sara’s difficufifes form ulated by professionals
CATEGORIES GROUPS
Holocaust Childhood Control group 
group trauma group
Problematic 
attachm ent & 
unresolved 
separation from 
mother
‘Poor childhood 
attachm ent 
experiences, now  
influence her need  
to over- care for her 
mother*
‘Issues concerning 
her relationship with 
her m other do not 
appear to  have 
been resolved. I 
would hypothesize 
foo t the quality of 
her early
attachm ent has left 
her feeling unsafe’
'Sara is insecurely 
attached to  her 
m other and  
therefore is 
excessively cfihging 
in her relationship’
Ambivalent 
feelings, repressed 
anger & guilt
‘Issues to  discuss: 
split (am bivalence) 
about relationship 
with m other duty to  
protect/care for 
m other versus 
feeling unloved*
‘Sara is actually very 
angry with her 
m other for not 
parenting her. She 
can’t adm it the 
anger to herself, d ie  
over compensates 
with care. Perhaps 
she actually has 
wished her mother 
dead and feels 
guilty about this and 
fries to keep the 
m other alive’
‘Sara seems to  
need to
com pensate for her 
own repressed, 
m aybe angry, 
certainly
am bivalent feelings 
towards her mother, 
by acting as her 
only carer and  
refosing help’
Role reversal 
between Sara & her 
mother
‘Attem pting to be 
m other to own 
m other (saviour) 
during mother’s 
illness*
‘As I s1 child she may 
have felt more 
responsible to look 
after her m other in 
the hope that if she 
m ade her [mother) 
better, that she in 
turn would be  
loved*
‘1 would be  
interested in Sara’s 
own need to  look 
after and rescue her 
mother*
The im pact of 
fam ily narrative 
regarding the past
'I would investigate 
how much she has 
absorbed from her 
mother's account 
of her Holocaust 
experiences’
‘How much does 
she know o f her 
mother’s history- 
w haf has been  
shared?’
*1 would be 
interested in Sara’s 
experience o f her 
parents being 
dam aged (trigger 
event to  battered  
cars)*
States of distress 
passed on to Sara
'1 wonder about 
possible
unexpressed grief? 
Her mother’s in 
relation to  the 
Holocaust’
‘Her story reminds 
m e o f those 
children of WW11 
victims: a  lot o f 
unspoken m aterial 
from the parents, 
generating guilt & 
anxiety in the 
offspring’
‘I would w ant to  
explore w hat is 
continued w ith her 
preoccupation with 
death’
APPENDIX K: Content analysis -qualitative illustration of categories by
means of representative quotations from the data
Sara’s difficulties form ulated by professionals
CATEGORIES GROUPS
Holocaust
group
C hildhood 
traum a group
C ontrol group
Susceptibility to 
PTSD
*A possible 
formulation is that 
Sara’s mother 
experienced 
extreme traum a 
th at she was unable 
to think about, 
leading her to  be 
emotionally distant/ 
unavailable 
towards Sara when 
she was young 
(thereby leaving 
Sara to find it 
difficult to  cope 
with cBstress)’
*1 feel th at it is likely 
th at the recent car 
accident has 
reactivated earlier 
traum a’
*50000 was 
fraum atised by the 
visual stimuli from  
the accident. 
M aybe something 
subconscious was 
triggered. This m ade 
her feel vulnerable 
& threatened  
triggering anxiety & 
symptoms o f PTSD’
Developing 
symptoms in 
response to stress
‘M oderate PTSD 
following Road 
Traffic Accident 
(RTA). Sleep 
disturbance, 
reactive depression, 
and anxiety also 
adjustment 
difficulties 
apparently out o f 
proportion’.
‘Sara has explained 
her anxiety about 
her mother’s 
imminent death  
onto a  fairly minor 
road accident. She 
is showing 
symptoms o f PTSD in 
nightmares, startle 
response & sleep 
problems*
‘She also shows 
signs o f a  possible 
perfectionist type 
treat personality. She 
obviously feels out 
o f control & is not 
coping'
Other: life span 
challenges
‘Role as a  carer put 
in question with sons 
growing up and 
mother dying’
‘Age- pre 
menopausal? 
Hormonal 
disturbance re 
sleeplessness?’
‘It seems to m e that 
Sara is facing w hat 
w e call m idlife crisis’
Angst
about
mortality
‘Looking closely a t 
death & its effects’
*On losing someone 
close w e aD face  
our own mortality*
‘Impending death  
o f m other means 
she isthe next 
generation to d ie’
losing
control/
feeling
unsafe
‘The accident has 
unlocked her 
control mechanisms 
allowing the flood 
gates to open in an  
overwhelming w ay’
’Sera feels she is 
losing grip & 
wants/needs to be 
in control o f things'
'Her mother’s 
cancer diagnosis 
m ay have triggered  
possible feelings o f 
hetolessness’
Having read the  ‘vignette ’, w e w ill apprecia te  St ff you spent som e tim e 
describing in  the space provided beiow  your first im pression o f Sara 
and her d ifficu lties
PLEASE FEEL FREE TO TURN THE PAGE AND COMPLETE THE 
QUESTIONNAIRE EVEN IF YOU CHOOSE TO WRITE NOTHING IN THE SPACE 
BELOW
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APPENDIX L
EXPLORING THE EXPERIENCE OF WOMEN WHO WERE BORN TO 
HOLOCAUST SURVIVOR MOTHERS: AN INTERPRETATIVE 
PHENOMENOLOGICAL ANALYSIS STUDY 
Use of self: reflections
It is never easy to write or research anything connected to the 
Holocaust. Yet I often felt that I was going to do it in some form 
one day. Maybe like many people who belong to the second 
generation I felt that I owed it to the generation of my parents 
(father in my case). They had to survive and somehow gather the 
strength to have us and bring us up as best they could, we 
(second generation) could think about it. As I am writing this I 
realize that I use plural tense and talk about generations. What is 
that about? Is it easier to think about this as part of a group? Is 
there some comfort in thinking collectively?
I have chosen to study daughters of mothers who survived the 
Holocaust. This was close enough but not identical to my own 
situation (daughter of a father who survived the Holocaust), and 
seemed the right balance in terms of allowing some distance 
needed to remain relatively objective. As I was interviewing my 
participants however, I become aware of another more 
unconscious interest. As shown in the group of my participants, 
Holocaust survivors mostly marry other Holocaust survivors. I think I 
had a curiosity of what sort of mother I did not have. I suppose it 
made me think about what I gained and lost by having one 
parent who was a Holocaust survivor and another from a different 
background. One thought that occurred to me is that it might 
have provided me with more flexibility to get absorbed but also
gain some distance from this difficult topic. I was wondering 
whether it prompted me to go back and conduct this research as 
I was simultaneously ‘in and out of it’ by identifying with one 
parent who was a Holocaust survivor but also with another who 
was not.
A question I could never answer in the past was: How come they 
(Grand parents and others) did not get out in time? I always felt 
slightly detached from their situation, thinking that it could never 
happen to me nowadays. As I was working on my transcripts 
however the bombs exploded in London. For several days I was in 
a situation of fear and confusion and ‘not knowing’ . It was clear 
that there might be other potential incidents and yet the context 
probability and degree of risk were unknown. I was faced with 
having to carry on prescheduled responsibilities, having at time to 
take the underground or pass through central train stations, 
thinking that there might be some risk that I was taking, and yet 
feeling uneasy about canceling appointments or changing my 
plans substantially. While I am not claiming to have been in 
anything similar to the situation in Europe before and during the 
war, it provided me with a taste of the bewilderment that my 
grand parents were in when rumors started to circulate (that was 
before global communication through television and the internet 
cam e about) and they had to make important decisions, saddled 
with responsibilities for five children and no obvious safe haven to 
escape to. I also experienced the twilight zone of ‘hoping it will not 
happen to m e’ and ‘feeling silly’ to take drastic measures in case 
nothing happens. As a result of reviewing Holocaust stories, while 
going through a mini scare myself, I do not feel superior to my 
grandparents any more. I do not feel different from them for 
becoming victims and not getting out in time. I can see that I
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could have easily ended up blown away in an underground 
carriage, just because on that day it felt relatively safe to take the 
underground and carry on the journey life’s circumstances 
dictated.
As for the results of my study, I was quite shocked by the amount 
of abuse daughters reported to have suffered at the hand of their 
mothers. It was something I did not expect and was mortified to 
encounter. I guess that I too was a little blinded by my own 
admiration for my father and his sister and brother. I was often in 
awe thinking of their remarkable resilience. Like one of my 
participants (Molly), they seem to have somehow managed to be 
perceived by their children as able to keep the perpetrator part of 
themselves and the traumatic part of themselves away from their 
children. As my study shows, this was the exception. I don’t know 
how representative of the population my sample is, but I find 
myself intrigued by this phenomenon: What made a minority of 
Holocaust survivors able to not go on and abuse their children or 
embroil them in their trauma?
Finally, I have enjoyed carrying on this qualitative research, and 
specially interviewing my participants. I regret not having had 
more time to select better the women that approached me or 
define better the inclusion criteria. Also I would have loved to 
interview more women. It felt sad to send away some very good 
potential participants. It did feel at times as if we belonged to 
some ‘secret sisterhood’ and I felt deeply touched by their stories. 
As the new threat of Al Qaeda is being transmitted in the evening 
news, I feel particularly scared, having encountered the daughters 
of mothers who were surviving trauma and torture. I hope that 
history is not going to unfold in ways that will produce mass
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disruption and another generation of victims scarred by it and in 
need of psychological help. I always felt that ‘if you were clever 
enough' it was more possible to avoid ‘mass tragedy’ but as I said 
before I have lost this defensive conviction now and am more 
than ever feeling vulnerable and aware of how destructive and 
lingering the consequences of cruelty and torture are.
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QUANTITATIVE REPORT
AN INVESTIGATION INTO THE CONCEPTUALIZATION OF HOLOCAUST
TRAUMA TRANSMISSION BETWEEN GENERATIONS BY PSYCHOLOGISTS 
AND THERAPISTS
By: Leora Abeles-Srebernik 
ABSTRACT
The study tested the way professionals conceptualise Holocaust 
trauma transmission. 75 psychologists and psychotherapists, divided 
into three groups responded to standard questions and formulated the 
difficulties of a fictitious woman called Sara depicted in a vignette. The 
hypothesis that professionals receiving the ‘Holocaust’ vignette will 
obtain significantly different scores on the questionnaire in relation to 
the other groups was not confirmed. None of the independent 
variables was significantly predicting scores obtained on the 
questionnaire. The results of the qualitative data, however, were 
mixed, with professionals who received the ‘Holocaust’ vignette using 
some of the categories that form the construct of ‘Holocaust trauma 
transmission’ substantially more than the other two groups.
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AN INVESTIGATION INTO THE CONCEPTUALISATION OF HOLOCAUST 
TRAUMA TRANSMISSION BETWEEN GENERATIONS BY PSYCHOLOGISTS 
AND THERAPISTS 
INTRODUCTION
Children of Holocaust survivors have been the object of special 
attention by clinicians and researchers alike. There is an ongoing 
interest in trying to establish if and in what way the traumatic 
experiences of their parents affected them (Kellermann, 2001). The 
literature about the ‘second generation’ consists of clinical, as well as 
empirical investigation and their findings are somewhat different 
(Rowland- Klein, 1998). Most clinical studies report the offspring of 
Holocaust survivors as displaying pathological characteristics. These 
results contradict the findings of controlled studies that compared 
members of the second generation with groups from the general 
population. While not displaying more emotional problems as a group, 
offspring of Holocaust survivors seem to have typical characteristic 
difficulties when they do become symptomatic. Both clinicians and 
researchers seem to agree that members of the second generation 
struggle when coping with stress, and that they possess higher 
vulnerability to Post Traumatic Stress Disorder (PTSD) when com pared to 
the general population (Kellermann, 1999).
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When trying to explain what was transmitted from survivors to their 
children and how this vulnerability to stress in the offspring can be 
explained, both genetic and non genetic channels of transmission 
have been considered. The biological model of transmission is based 
on the assumption that there is biochemical predisposition to the 
aetiology of a person’s illness. Memories of fear can thus be carried 
across generations through physiological processes and get ‘picked 
up’ by the child ’s mind (Volkan, 1997).
Yehuda et al. (2000) conducted empirical research in which they 
demonstrated that low cortisol levels in children of Holocaust survivors 
were significantly associated with both PTSD in their parents and 
lifetime PTSD in the offspring. The idea of physiological aspects to 
trauma transmission is interesting, especially when thinking about the 
daughters of mothers who were traumatised, and thus were exposed 
to intrauterine effects of maternal stress. This aspect however is not 
going to be further developed in the present study.
In trying to conceptualise trauma transmission with the help of non 
genetic models, the idea of a dual non genetic kind of transmission has 
been suggested: indirect and direct (Schwartz et al. 1994).
Indirect transmission is based on social learning and socialization 
models of transmission. It deals mostly with more conscious transmission 
between parent and child that is easier to trace through empirical
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tools. According to this model of transmission, children of survivors form 
their views and values with the help of their parents' child- rearing 
behaviour, taboos, and fears. The exaggerated worries of such anxious 
parents may thus convey a sense of impending danger to the child 
that may influence the way the child learns to perceive the world. In 
comparison with psychoanalytic theories that focus on unconscious 
influences, social learning theories emphasize conscious effects of 
parents on children. This indirect transmission is allegedly, the result of 
deficits in the parenting skills of the parents, which is the product of 
their past traumatic experiences and affects the child. The basic idea 
that underlies this approach is that the suffering of the second 
generation is not necessarily the result of trans generational 
transmission of the specific trauma endured by the parent, but the 
unfortunate outcome of being raised by people who are still 
consumed by the trauma they have endured and are thus unable to 
look after their children in a satisfactory way (Weiss et al. 2000). Felsen 
(1998) claims that Holocaust survivor parents were limited in their 
capacity to offer a safe environment to their children, due to the effect 
of being traumatised. Shafat (1994) asserts that, as a result of their 
many losses, the parents expected their children to compensate them 
for the pain they endured, which the children could not fulfil. This made 
the offspring feel a failure and negatively influenced their self- esteem 
and capacity for intimacy. Indirect transmission is thus mostly the 
product of dysfunctional upbringing by parents who were traumatised,
and it is not different from other kinds of parental influences, except for 
the specific themes common to this group, like problems with 
separation, expression of anger, and distrust of strangers.
Direct transmission, on the other hand, is more unconscious and was 
identified in clinical studies which were mostly conducted by 
psychoanalysts. This kind of transmission was sometimes called 
‘Transposition’ . Kestenberg (1982), Wardi (1992), and Kogan (1995), 
used this term to describe an intimate knowledge of trauma and 
strength that is typical of the second generation. This term describes 
the offspring as being immersed in their parents’ story. This means a 
process by which the offspring of Holocaust survivors live aspects of 
their parents’ trauma as if they were their own. They develop the 
tendency to go ‘back in time’, descend into the ‘time tunnel’ ‘and 
explore their parents’ past. By doing this they become more aware of 
their parents’ suffering and losses and feel responsibility to heal them. 
This process involves also a reversal of roles between them and the 
parent. Thus, the children think and behave in disturbed ways that are 
similar to the disturbed ways of their parents. They live in a world full of 
Holocaust imagery, and their dream life is penetrated by nightmares 
related to the Holocaust. In extreme cases these individuals come 
across as if they themselves have been in the camps (Weiss et al. 2000). 
This process was described by some authors (Davidson, 1992; Rowland- 
Klein, 1998) as a process of projective- identification through which the
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parents try to rid themselves of painful memories and feelings and their 
children absorb them and act from them. In some instances a specific 
child in the family is designated for this psychological role and Wardi 
(1992) referred to this child as ‘memorial candle ’ . Direct transmission is 
a result of the infiltration of mental themes and emotions from the 
parents’ mental structure into that of the second generation. It is a 
forceful process, in that under these conditions, which are largely 
unconscious, the development of the child is impaired, and the child 
becomes mentally enmeshed with the survivor parent. These children 
of survivors attem pt to help their parents to heal themselves despite a 
cost to themselves. (Kellermann, 2001). By over identifying with the 
traumatised parent, these children develop mistrust of other people 
and hyper vigilance. These attitudes might have been adaptive in the 
parent’s life in the camps, but persist in the child’s life despite 
becoming maladaptive in the present. The trauma which is transmitted 
to these offspring interferes with their sense of security and reality.
In recently conducted qualitative research (see Abeles-Srebernik, 2005) 
10 women who were daughters of Holocaust survivor mothers were 
interviewed about the way they experienced their mothers and her 
trauma. After an analysis of the data a theme of ‘when trauma is 
transmitted to daughter’ was identified, closely describing what could 
be synonymous with direct transmission.
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Weiss et al. (2000) understand the complex reality of trauma 
transmission as captured by a combination of fhese two components. 
From their experience it seems that indirect and direct transmission are 
the two extremes of a spectrum. That is, both forms of trauma 
transmission seem to be present in the mental structure of the second 
generation, but individuals differ according to the relative dominance 
of one of fhese mechanisms. Communication from the survivors to their 
children is sometimes explicit and at other times more subtle and 
hinted at. Irrespective of communication style, transmission occurs so 
that the child attempts to process the parent's experience, both 
consciously and unconsciously.
In looking at the transmission of trauma between mothers and 
daughters, it is intriguing to consider Vogel’s (1994) view, that wom en’s 
development can be described as progressing along a growing 
capacity for empathy and connectedness rather than separation and 
individuation. This, according to Vogel (1994), enhances the 
permeability of ego- boundaries in women and between them. 
Women thus are going to be particularly vulnerable to direct 
transmission. Another interesting aspect of Vogel’s (1994) study is that 
her participants were all daughters of women who were traumatised in 
the Holocaust and elsewhere but according to her, all the daughters 
experienced their mothers as incomprehensible. They understood that 
something bad happened to their mothers, but did not know the
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details. They were however highly aware of their mothers’ suffering, 
and despite feeling that their lives were objectively good; they felt 
constantly persecuted by images of major disasters.
A broad use of the term ‘PTSD’ provides a common language for 
diagnosis and assessment of trauma victims, including Holocaust 
survivors (Baranowsky et al. 1998). The first criterion for determining PTSD 
proposed by the DSM-IV (APA, 1994) however, has to be adapted 
when applying the category to offspring of Holocaust survivors so that, 
rather than having experienced trauma in person (as the original 
definition required), the individual is expected to have shared the 
horrific memories, fears, and losses to which another person responded 
with horror, terror, or helplessness.
In research conducted by Solomon et al. (1988), the vulnerability of 
healthy children of Holocaust survivors to PTSD was established. The 
researchers compared Israeli soldiers who were children of Holocaust 
survivor parents with a control group on PTSD measures. Both groups 
took part in the same com bat situation and were perfectly healthy 
before the beginning of hostilities. Offspring of Holocaust survivors 
reported a greater number of PTSD symptoms (intrusive memories, 
flashbacks, hyper alertness, numbness and cognitive impairment), that 
lasted longer when compared with soldiers whose parents were not 
Holocaust survivors. These results were important in conceptualising 
PTSD latency or greater susceptibility to PTSD among the second
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generation when confronted with major stressors. Danieli’s (1980, 1981, 
1982, 1985, 1998) finding that Holocaust survivors’ children who are 
otherwise healthy often react with severe psychopathological 
responses (i.e. anxiety) when exposed to stress pointed in the same 
direction.
The study mentioned above (see Solomon et al. 1988) reiterates the 
results of another study on trauma transmission that looked at children 
of a population traumatised by a context other than the Holocaust. 
Rosenheck and Nathan (1985) looked at secondary transmission of 
trauma in the children of Vietnam veterans and observed similar 
effects of trauma transmission in children of fathers with com bat- 
related PTSD. They suggested the term ‘secondary transmission’ in order 
to suggest the transmission of trauma between Vietnam veterans 
suffering from PTSD and their offspring. These two studies (Solomon et al. 
1988, and Rosenheck and Nathan, 1985) prove that children of 
survivors (Holocaust or Vietnam War) will exhibit PTSD significantly more 
often than matched- controls and that transmission occurs in 
traumatised populations.
In light of Rosenheck and Nathan’s (1985) findings, there is some 
controversy among researchers in relation to how specific Holocaust 
transmission is. For example DeGraaf (1998) talks about a general 
consensus among researchers that the psychopathology displayed by
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children of Holocaust survivors is not at all unique and he states that the 
problems encountered in families of Holocaust survivors are now 
believed to be similar to those found in families in which the parents 
have been traumatised elsewhere.
Hazan (1987) is even more forthright in her claims that relating to 
someone according to his/her generational belonging amounts to 
stereotyping and is the result of narrow mindedness. Aleksandrowicz 
(1973) also has doubts in relation to the existence of trauma 
transmission between Holocaust survivors and their children. Following 
the analysis of a large number of families of survivors in Israel he 
concluded that the children of Holocaust survivors were no different as 
a group from controls.
It is therefore important for counselling psychologists to understand 
further how specific Holocaust trauma transmission is. It might be 
interesting to enquire whether professionals understand certain 
symptoms displayed by daughters of Holocaust survivor mothers as a 
specific strand of trauma transmission (conceptualised by the term 
‘Transposition’), the result of parental non specific trauma transmission, 
or as a form of distress that is unrelated to parental trauma. Different 
conceptualisations will of course lead to different clinical implications. 
This will vary according to the theoretical orientation informing the 
practitioner, but may for example have some bearing on whether or 
not some reconstruction of what actually happened to the parent is
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recommended or not, and also on whether a lot of work needs to be 
done on separating what happened to the parent from what the child 
had internalised but did not actually happened to her in person.
The aim of this research is to find out how psychologists and therapists 
conceptualise a form of disfress conveyed by some daughters of 
mothers who are Holocaust survivors.
The following hypotheses were formulated:
1 When presented with a scenario in which a woman reports 
distress, the responses of the group of professionals informed 
about the Holocaust survivor status of the wom an’s mother, 
will be significantly different from those given by the group 
informed about the mother’s traumatic childhood more 
generally and also from the ones given by the group that was 
not informed about the mother’s past.
2 Gender will be a significantly predictive factor in the 
responses provided by participants, due to issues of 
identification with the gender of the individuals under scrutiny 
(both females)
3 Profession (psychologists versus therapists) will be significantly 
predictive factor in the responses provided by participants 
(because of their slightly different training).
4 Experience will be a significantly predictive factor in the 
responses provided by participants (due to the im pact of 
more experience on the skills needed to formulate patients’
difficulties).
5 Theoretical orientation will be significantly predictive factor in 
the responses provided by participants, (the exposure of 
practitioners of different orientations to the mostly 
psychoanalytic literature on this topic might not be similar)
METHOD 
Design
The present study adopted a cross- sectional quasi-experimental 
design: (three groups were treated as levels of an Independent 
Variable (IV) and the responses participants gave were measured on a 
single variable (the score obtained on the answers to a questionnaire). 
Data were elicited by using vignettes and questionnaires (see p. 210 for 
further information about the vignettes and questionnaire). The three 
groups created, received one of three vignettes, that were similar 
between them, but varied in relation to the information provided by 
the manipulated IV (Sara’s mother was depicted as Holocaust survivor, 
having had traumatic childhood or no information about her 
upbringing was provided to create a matched con tro l). The different 
IV made the 3 vignettes different between them. It was repeated 
towards the end of the vignette in order to facilitate participants in 
picking up the information provided by the IV. The above manipulated 
IV was predicted to produce different Dependent Variables (DVs)
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between the three groups (different scores on the 38 item 
questionnaire that all participants were asked to complete). The 
questions of the questionnaire were aiming to tap into professionals’ 
ideas about how to formulate Sara's distress.
The above study was designed as an experiment, as participants were 
randomly allocated to three groups according to the vignette that 
they have received (see Dancey & Reidy, 2004). Together with the 
vignette, participants received a standard questionnaire. In designing 
the vignettes and questionnaire, attention was paid to producing 
situations and questions that looked credible, while concealing the 
interest in Holocaust trauma from most participants (two of the three 
groups). The research included also a qualitative part.
Participants
Six hundred questionnaires were sent to qualified psychologists and 
therapists. An inclusion criterion for the selection of volunteers was 
being a qualified clinical or counselling psychologist or a therapist 
registered with an established accrediting body. Half of the 
questionnaires (300) were sent to psychologists and the other half (300) 
to therapists. Three hundred psychologists (clinical and counselling) 
were identified on the register of the British Psychological Society 
through their online register (BPS 2005/2006), and 300 psychotherapists 
were identified through the registers of the United Kingdom Council for 
Psychotherapy (UKCP) lists, the British Association for Counselling and
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Psychotherapy (BACP) lists; British Psychoanalytic Council (BPC); and 
the British Association for Behavioural and Cognitive Psychotherapies 
(BABCP). The relevant registers were accessed on line (UKCP 
2005/2006; BACP 2005/2006; BPC 2005/2006 & BABCP 2005/2006). One 
hundred individuals were selected from the UKCP register; 33 from the 
BACP; 67 from the BPC; and 100 from the BABCP register. These four 
registers were deemed to address the main theoretical orientations 
that dominate the psychotherapy field at present, and consist of 
practitioners using psychodynamic, cognitive behavioural, humanistic 
and integrative approaches. The specific theoretical orientation of 
each participant did not form part of the inclusion criteria because the 
research was trying to uncover what psychologists and therapists 
across the clinical spectrum think. Participants were not required to 
have any specific experience of working with daughters of Holocaust 
survivor mothers, nor were they expected to have had any previous 
experience in working in the field of trauma more generally. The 
rationale for this was that this research was trying to identify what 
psychologists and psychotherapists will make out of a hypothetical 
situation.
An exclusion criterion was that participants should not be employed by 
the National Health Service (NHS). The rationale for this choice took 
into account the obligation to apply for the Central Office for Research 
Ethics Committee (COREC)'s ethical approval which is standard 
practice when participants are recruited on account of their status as
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NHS staff members. Unfortunately the tight academ ic schedules, made 
this lengthy process a risky undertaking. Professionals who are NHS 
employees were identified via the letters lNHS’ em bedded in their 
email addresses and they were excluded from the sample. This 
exclusion criterion was also mentioned clearly in the Information Sheet 
that formed an integral part of the 'research package1 sent to 
participants (see Appendix A). As these Registers contain several 
thousands of members, a random strategy was used to select the 
proposed numbers of participants from both professions (see Fife- 
Schaw, 1995)
Seventy five participants returned completed questionnaires which is 
12.50% of the professionals approached. Of those 59 (78.6%) 
completed the qualitative part (see p. 212 for more information on the 
qualitative element of the research).
Research instruments 
Demographic Questionnaires
Participants were greeted with an information sheet, explaining to 
them the purpose and content of the research. They were than asked 
to complete an anonymous demographic questionnaire (see 
Appendix B). The construction of the questionnaire was guided by the 
format of the 2001 UK census, as well as other questions aimed at 
teasing out some basic information regarding the personal and
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professional profile of participants.
Vignettes
All participants received one of three vignettes (see Appendixes C, D, 
and E) constructed as a referral letter to a GP concerning a 
hypothetical woman called 'Sara'. While being a fictitious situation, the 
referral conveyed a typical potential daughter of a mother who is a 
Holocaust survivor, as gleaned from a previous literature review and 
qualitative research (see Abeles- Srebernik, 2004, 2005)
Vignettes are 'capsule descriptions’ of people or situations. They create 
vivid hypothetical scenarios that encourage participants to think about 
a set of characteristics or circumstances. It is assumed that the choices 
participants are asked to make when subsequently completing the 
questionnaire will be guided at least to some degree by their analysis 
of the information conveyed to them via the vignette (Alexander & 
Becker, 1978). Vignettes can help to set the scene for an experimental 
situation, meant to test hypotheses. Their unique contribution is in 
conveying the same basic scenario to a large number of participants, 
regardless of their different personal and professional experiences. The 
vignettes varied in one item of information provided about Sara’s 
mother (Holocaust survivor, had a traumatic childhood, and no 
mention of her childhood).
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The questionnaire/ attitude scale
Participants were also asked to respond to a questionnaire (see 
Appendix F) once they had completed to read the vignette that was 
allocated to them. The questionnaire was designed to assess 
participants' understanding of the characteristics of a hypothetical 
woman (Sara) and to find out how they formulated this woman's 
distress. In order to develop the questionnaire, the information about 
women who were daughters of Holocaust survivors that was identified 
in previous studies (Abeles- Srebernik, 2004,2005) was taken into 
account. This information was encoded in themes ('difficulty to 
separate', 'need to suppress anger', 'role reversal', 'being influenced by 
mother's Holocaust past', 'having absorbed the inner pain of the 
mother’, ’vulnerability to post traumatic stress disorder [PTSD]', and 
finally 'becoming symptomatic when exposed to stress'). These themes 
were then used to develop questions. All questions attem pted to tap 
into the way professionals understand the symptoms presented by Sara 
in the three vignettes. In creating this questionnaire the seven items 
included in the transmission subscale of a self- report instrument scale 
developed by Kellermann (2001) were adapted and made use of. 
Furthermore, attention was paid to ensuring that professionals from all 
major theoretical approaches were able to make sense of the 
language adopted throughout the questionnaire. The questionnaire 
consists of 38 items. All questions were rated on a seven point Likert 
scale (Oppenheim, 1998), in order to establish to what degree
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participants agreed or disagreed with the statements made in each 
question. In creating the questionnaire, particular attention was paid to 
ensure that it possessed content, criterion and construct validity 
(McLead, 2003), by trying to match as much as possible between the 
underlined construct as theoretically understood and the questions in 
the scale (Pallant, 2005).
The vignettes and questionnaire were piloted with ten counselling and 
clinical psychologists in training who were encouraged to give 
feedback in relation to the clarity of the questions and the general 
layout of the research package. While the materials were not piloted 
with qualified professionals, the advantage was that more open and 
detailed feedback could be gathered. The wording of question 4 had 
to be changed because it was unclear to pilot- participants whether 
the death referred to in the question, was Sara's or her mother's. 
Furthermore, piloting helped to make sure that the information cam e 
across as credible to all three groups and to establish how long on 
average the whole procedure took. The information regarding the 
length of time required, was then included in the information sheet.
Space for qualitative input
Participants were also asked to write in a designated space, a quick 
formulation of Sara’s distress, having read the vignette. The rationale for 
adding this part to the research package was to obtain some 
qualitative information to compare with the quantitative data.
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Participants however were encouraged to complete the questionnaire 
even if they chose to not make use of this space.
Procedure
All participants were sent one of three research packages. Each of the 
professional groups were randomly assigned to one of these three 
groups so that there were an equal number of Psychologists, and 
Psychotherapists registered with the various professional bodies chosen, 
assigned to the three groups. All participants were sent a 'research 
package' that included the same ‘Information sheet’ , a 'Demographic 
Questionnaire', one of three ‘Vignettes’, a space to write down some 
thoughts after the vignette reading, the ‘Survey- Questionnaire’, and 
information regarding 'Support Organizations'. All participants were 
provided with a self- addressed envelope in order to facilitate the 
return of their completed questionnaires. The information sheet for all 
three groups modified slightly the title of the study, and qualified the 
information regarding the topic and purpose of this study, in order to 
conceal the manipulated element.
Ethical approval was obtained from the University of Surrey's Ethics 
Committee (see Appendix G). Despite the fact that this study considers 
a very sensitive and potentially painful topic (transmission of trauma 
between generations), participants were only asked to pronounce 
judgements on a hypothetical situation (vignette), and so,
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participation was not expected to cause any distress. It was however 
acknowledged that some difficult emotional responses might be 
triggered for some participants as a result of being exposed to the 
content of this study. While assuming that participants (who are all 
qualified professionals by definition), could be trusted to take the 
necessary steps to help themselves (like contacting another 
professional for supervision or counselling), information was provided to 
them regarding 'Support Organizations' (see Appendix H), in order to 
facilitate quick access for help if the need arose. As there was no way 
of identifying who had returned the questionnaire that they received, 
participant anonymity was ensured.
Analytic Strategy
Before analysing the questionnaire data, a codebook was prepared 
summarising the instructions needed to convert the information 
obtained from each case into a format that SPSS could interpret, and 
data were entered to create a data file.
The data were then analyzed, using SPSS for windows to assess 
professionals' conceptualization of Sara's presentation. The variable 
that was manipulated (IV) was the fac t that participants were notified 
regarding the status of the mother. She was reported as a 'Holocaust 
survivor’ (IV-1), having had a traumatic (unspecified) childhood (IV- 2),
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or there was no mention of her past (IV- 3). After ensuring that the 
questionnaire was reliable for our sample by running SPSS procedure for 
checking the reliability of a scale (that is the items that made up the 
scale ‘hang together’ and are all measuring the same construct), 
independent one way Analysis of Variance (ANOVA) (Wright 2002) 
was used in order to analyse and compare the three experimental 
conditions. Prior to the application of this analysis, it was confirmed that 
scores were drawn from a normally distributed population and that the 
variance were similar for the different groups (using Levene’s Test for 
independent ANOVA).
Once this analysis was completed, regression analysis was applied in 
order to find whether independent variables such as years in practice, 
gender, theoretical orientation, professional membership, marital 
status, education could predict significant difference in the dependent 
variable (total score obtained by participants on the questionnaire) 
across the three groups
As for the qualitative data, content analysis (a highly systematic version 
of quantifying qualitative data, as expounded by Krippendorff, 1980) 
was applied in order to analyze participants’ input. The 
epistemological stance of this procedure is positivist empiricist and 
assumes that social phenomena exist in the objective world and can 
be gleaned from the data. It felt that this method of analysis was
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suitable to be included in a quantitative study. A ‘top-down’ approach 
was adopted (Wilkinson, 2003). Categories were derived from prior 
familiarity with the literature (actually from the themes that helped to 
generate the questionnaire plus a further category of ‘other’ to cater 
for further themes that were identified in the data).
RESULTS 
Sample Characteristics
Seventy five participants returned the completed questionnaire (12.5% 
response rate). Of the 75 respondents, 50 were female (66.7%) and 24 
were male (32.0%). 1 participant did not specify her/his gender (1.3%). 
The age of participants ranged from 31-77 years old, with a mean age 
of 54.75 (SD= 9.82). Forty nine participants reported being married 
(65.3%); 11 had a partner (14.7%), one of whom described themselves 
as having had a civil partnership; 11 were divorced, separated or 
widowed (14.7%), and 3 described their situation as being single (4.0%). 
One participant did not answer the relevant question. Seventy 
participants (93.33%) did not have children and only 5 (6.67%) were 
parents.
When describing their ethnicity, 73 participants described themselves 
as White (93.3%). 59 described themselves as White British (78.7%); four 
(5.3%) as Irish and ten (13.3%) reported being ’White other'. The only 
non White participant (1.3%) described themselves as 'Mixed other' and
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reported a mixed Indian, African and European ancestry. One 
participant did not specify what their ethnicity was.
Participants had various degrees of education due to their mixed 
professional status. In terms of their highest educational qualification, 42 
possessed a masters degree (56%) and, 21 had been awarded a 
doctorate (28%), seven (9.3%) had obtained diplomas and four (5.3%) 
had completed an undergraduate degree. One participant did not 
provide information about their education. In terms of professional 
membership, 46 (61.3%) were registered with the BPS and 28 (37.4 %) 
with a range of counselling and psychotherapy organizations. These 
were distributed as follows: 14 (18.7%) were members of the UKCP, five 
(6.7%) were registered with the BACP, six participants (8.0%) were 
members of the BABCP and the last three (4.0%) reported being 
registered with the BPC. One participant did not provide this 
information. Twenty two participants (29.33%) were registered with both 
the BPS and at least one of the counselling/ psychotherapy 
organizations. Participants varied in how they described their 
professional occupation. 42 (56.0%) described themselves as 
Psychologists, 25 (33.3%) as psychotherapists and five (6.7%) as 
counsellors. Three participants (4.0%) did not provide this information. 
Six participants (8.0%) described themselves as lecturers as well as 
practitioners. Participants' years of practice ranged from 3-45 years of 
practice with a mean years of 16.99 (SD= 9.95).
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Participants subscribed to a wide range of theoretical orientations: 
twenty five (33.3%) defined their orientation as cognitive behavioural,
18 (24.0%) were practicing from an integrative perspective, 14 (18.7%) 
described their theoretical orientation as psychodynamic, nine (12.0%) 
used humanistic ideas and eight (10.7%) described their orientation as 
‘other’ . Of those: two participants stated ‘Gestalt’ as their main 
theoretical orientation, and there were single representatives of models 
such as hypnotherapy, feminism, narrative, psycho synthesis and 
systemic therapy. One participant stated 'my own' in response to this 
question.
When considering the three distinct sub groups divided by the factor 
(vignette), the number of participants in each group were as follows:
28 (37.3%) belonged to group 1 (received the 'Holocaust survivor' 
vignette), 21 (28.0%) belonged to group 2 (received the 'childhood 
trauma' vignette), and 26 (34.7%) belonged to group 3 (received the 
'control' vignette). The mean and SD of the group as a whole and the 
three sub groups divided by the factor vignette are presented in Table 
1
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Table 1: Mean and Standard Deviation of the entire group and three 
sub groups on age, years of practice and total score on attitudes
AGE YEARS IN 
PRACTICE
TOTAL SCORE 
ATTITUDES
Mean SD Mean SD Mean SD
Whole group (N=75) 54.75 9.82 16.99 9.95 141.25 20.51
Holocaust group 
(N=28)
54.28 8.84 15.29 9.28 134.57 19.89
Childhood trauma 
group (N=21)
56.43 10.09 18.52 9.47 143.05 16.71
Control group (N=26) 53.88 10.78 16.27 10.08 147.00 22.52
Reliability of overall scale
The Cronbach's alpha coefficient for the whole scale was found to be 
.83. As this value is above .7, it meant that all items were measuring a 
similar construct and the scale could be considered reliable with the 
sample. No items were removed as the reliability of the scale as a 
whole was high and would not be improved by reducing items.
No subscales were considered for statistical analysis as none were 
deemed reliable. Because of the small sample (N=75) and small ratio 
between the number of participants and number of items on the scale 
(38) (ratio=2 items for each participant), it was not possible to conduct
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factor analysis to identify whether the items load on specific factors.
ANOVA on total scale score
A one-way between-groups analysis of variance was conducted to 
explore the im pact of the information presented in three different 
vignettes, on the answers given by participants, as measured by the 
scores on a questionnaire developed by the researcher.
There was no statistically significant difference in total scores across the 
three vignette groups [F (2, 72) =2.7, P=0.07]. As there was no significant 
difference between groups, post hoc tests could not be performed.
Standard multiple regression
An examination of the capacity of independent variables (such as 
gender, theoretical orientation, professional membership, age, years in 
practice, degrees completed and marital status) to predict the 
dependent variable (total scores on the questionnaire) did not yield 
any significant results.
The Correlation matrix of the above relationship is presented in Table 2.
219
Table 2: Correlation matrix between independent variables (gender, 
theoretical orientation, professional bodies, age, yeas in practice, 
education, and marital status and their capacity to predict the 
dependent variable (total score on the attitude scale)
Tota
1
seal
e
Gend
er
Theoreti
cal
orientati
on
Professio
nal
bodies
Ag
e
Years
in
practi
ce
Educati
on
Marit
al
statu
s
Pearson
Correlati
on
Total
scale
1.00
0
-.020 -.239 .006 .010 .094 .050 -.140
Gender
.020
1.000 .090 -.049
.038
-.228 -.197 .070
Theoretic
al
orienfafio
n
.239
.090 1.000 -.232 .163 .109 .226 .184
Professio
nal
bodies
.006 -.049 -.232 1.000 .084 -.107 -.604 -.135
Age .010 -.038 .163 .084 1.00
0
.637 -.066 -.174
Years in 
practice
.094 -.228 .109 -.107 .637 1.000 .136 -.144
Educatio
n
.050 -.197 .226 -.604
.066
.136 1.000 .162
Marital
status .140
.070 .184 -.135
.174
-.144 .162 1.000
All correlations were lower than .3 which is suggested as the threshold 
for substantial correlation. None of the variables examined predicted 
total scores on the attitude scale.
Content analysis
This was performed on the comments that participants (professionals) 
made in an attempt to formulate the difficulties of Sara (the woman 
that was described in the vignette). (See Appendix J for an example of 
qualitative data from ‘Holocaust group’). These comments were
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analyzed and allocated to the different categories. (For a display of all 
categories, illustrated with representative quotations from the data, see 
Appendix K). The final step was to convert qualitative data into 
quantitative form. This was achieved by counting the frequency that 
each category was used by professionals when formulating Sara’s 
difficulties in their comments.
Table 3 illustrates the frequency with which each category was 
mentioned in participants’ formulations divided across the 3 groups
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Table 3: Content Analysis -  quantitative presentation -  record of the 
number of instances (frequency) with which professionals used each 
category when formulating Sara’s difficulties
Sara’s difficulties formulated by professionals
CATEGORIES FREQUENCY (%)
Holocaust group 
(N=21)
Childhood trauma
group
(N=18)
Control group 
(N=20)
Problematic 
attachment & 
unresolved separation 
from mother
14(66.6%) 11(61.1%) 12(60.0%)
Ambivalent feelings, 
repressed anger & guilt
11 (52.4%) 8 (44.4%) 10(50.0%)
Role reversal between 
Sara & her mother
9 (42.8%) 14(77.7%) 10(50.0%)
The impact of family 
narrative regarding the 
past
10(47.6%) 2 (11.1%) 3 (15.0%)
States of distress 
passed on to Sara
12(57.1%) 9 (50.0%) 3 (15.0%)
Susceptibility to PTSD 15(71.4%) 8 (44.4%) 8 (40.0%)
Developing symptoms 
in response to stress
9 (42.8%) 7(38.8%) 9 (45.0%)
Other Life span 
challenges
5 (23.8%) 6 (33.3%) 7 (35.0%)
Angst
about
mortality
3 (14.3%) 9 (50.0%) 8 (40.0%)
Losing
control/
feeling
unsafe
2 (9.5%) 8 (44.4%) 10(50.0%)
From Table 3, it is clear that the groups differ between them for some of 
the categories but not for others. The categories that register 
substantial difference in their ‘popularity’ between the groups are ‘role 
reversal between Sara and her mother’ , ‘the im pact of family narrative 
regarding the past’, ‘states of distress passed on to Sara’, ‘susceptibility 
to PTSD’ and two sub categories of the ‘Other’ category (‘angst about
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mortality’ and ‘losing control/feeling unsafe’). The Holocaust group 
scored higher than the other two in ‘the im pact of family narrative’ 
and ‘susceptibility to PTSD’. The trauma group scored highest for ‘role 
reversal’ and both Holocaust and trauma groups scored higher than 
the control group for ‘states of distress passed on to Sara’. The 
Holocaust group scored lower than the other two for ‘Angst about 
mortality’ and ‘losing control’ . There were no substantial differences 
between the 3 groups for the rest of the categories (‘problematic 
attachm ent’ , ‘ambivalent feelings’ ‘developing symptoms’ and finally 
‘life span challenges’ a sub category of the ‘other’ category).
The results outlined above confirm in part, the first and major hypothesis 
(Holocaust group will give significantly different responses from those 
given by the other two groups). Professionals who read the ‘Holocaust’ 
vignette, used the categories ‘the im pact of family narrative regarding 
the past’ and ‘susceptibility to PTSD’ substantially more frequently in 
order to formulate ‘Sara’s difficulties, when compared to the other two 
groups (those who read the ‘childhood trauma’ vignette and those 
who read the ‘control’ vignette). In other words those professionals 
who were informed of Sara’s Holocaust past felt that they could 
understand some of her distress in relation to the impact of having 
been brought up by a mother who was a Holocaust survivor.
That is by formulating Sara’s distress using what could fit the category 
‘the im pact of family narrative regarding the past’ , professionals
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conveyed their understanding of the way Sara experienced herself, 
others and the world. This according to these professionals, was shaped 
by the information, rules and beliefs that she learned and gleaned from 
the stories, culture and general demeanour of her mother who was 
functioning from the way she was coping with the scars of her 
Holocaust experience.
By formulating Sara’s difficulties using comments that could be 
subsumed under the category ‘susceptibility to PTSD’, the professionals 
who read the Holocaust vignette expressed their view, that her 
mother’s Holocaust background made Sara more likely to respond with 
PTSD- like symptoms. This formulation was made much less by the 
professionals from the other two groups.
In line with this, professionals reading the Holocaust vignette were 
substantially less inclined to use the category ‘other’ in order to 
account for Sara’s difficulties. The logic behind this is probably that if 
professionals were identifying the mother’s Holocaust survivor status as 
an important factor in the understanding of Sara’s presentation they 
will be less likely to find factors that are unrelated to this pertinent.
All these results echo the literature that see Holocaust trauma as 
transmitted indirectly to the second generation (see Weiss et al. 2000, 
Felsen, 1998, Shafat, 1994), and children of Holocaust survivors as 
possessing a characteristic vulnerability to respond with PTSD to stress 
(see Solomon et al. 1988).
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A different picture emerges when considering how professionals chose 
the category ‘states of distress passed on to Sara’ . This category was 
using the construct of ‘Transposition’ (see Kestenberg, 1982, Wardi, 1992 
and Kogan, 1995) in order to formulate Sara’s distress. According to this 
construct Holocaust trauma is directly transmitted to the offspring in a 
way that is unique to them and creates in the offspring an intimate 
knowledge of the trauma, nearly as if they had experienced it in 
person. This category was not identified by professionals as uniquely 
relevant to daughters of Holocaust survivor mothers. In fact this 
category was equally used by professionals of both the ‘Holocaust’ 
group and ‘childhood trauma’ group and was substantially higher than 
the ‘control’ group. This result support the literature that sees Holocaust 
trauma transmission as a single case of trauma transmission generally 
(Degraaf, 1998)
There was no substantial difference between the frequency in which 
three of the categories (‘problematic attachm ent and unresolved 
separation from mother’, ‘ambivalent feelings, repressed anger and 
guilt’ and ‘developing symptoms in response to stress’ were used by 
professionals across the three groups. In other words professionals did 
not find the background of Sara’s mother important in any way in 
determining her distress when considering these categories in their 
formulation. This perspective recalls the studies that claim that children 
of Holocaust survivors were not affected by the experience of their
225
survivor parents in any specific easy to trace way, and claim that it is 
not possible to talk about ‘trauma transmission’ (see Hazan, 1987 and 
Aleksandrowicz, 1973).
Lastly, a slightly baffling result: professionals who read the ‘childhood 
trauma’ vignette used the category ‘role reversal between Sara and 
her mother’ substantially more than professionals from the other two 
groups (Holocaust and control). Could it be that describing the mother 
as having had a ‘traumatic childhood’ generated more parental 
feelings and thoughts about the need to ‘protect’ her (hence high 
frequency of the category ‘role reversal’) whereas describing her as a 
‘Holocaust survivor’ implied horrific experiences but also some 
resilience (hence less need to be ‘looked after’ )?
Overall, the results of the quantitative part are mixed, with professionals 
who read the ‘Holocaust’ vignette using substantially more some of the 
categories to formulate Sara’s distress but not others. This might also 
explain why the total score of the questionnaire was not significantly 
different across the three groups, as some of the categories (potential 
sub scales) might be significantly different between the groups and 
others not.
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DISCUSSION
Overview of the findings
None of the hypotheses generated in trying to study the way 
professionals conceptualise Holocaust trauma transmission, was 
statistically confirmed. There were no significant differences between 
the overall scores that participants obtained when responding to the 
questionnaire among the three groups. Moreover, none of the 
independent variables considered (gender of participants, age, years 
in practice, education, theoretical orientation, profession or marital 
status) could be proved predictive of significant differences of the 
dependent variable (total score achieved when completing the 
questionnaire) between the three groups. This means that professionals 
who were informed of the ‘Holocaust trauma status’ of the mother 
were not likely to conceptualise Sara’s difficulties differently from 
professionals who did not possess such knowledge (allowing for normal 
variability). In other words the means of the distributions traced by the 
responses of the three groups were not significantly different and 
belong to the same population.
The results gleaned from the qualitative part on the other hand, were 
different and revealed some differences between the groups. The 
Holocaust group obtained substantially higher frequency for some of 
the categories but not for others. When considering the results of the 
qualitative part (no pretence to generalise them to the entire 
population because of the low response rate), it is possible to assess
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that some elements of the distress that daughters of Holocaust survivor 
mothers display, do get formulated in a differentiated way across the 
groups, and other elements of the same construct (Holocaust trauma 
transmission) do not. Thus, there is no consistency across the various 
elements of the construct, in the ‘popularity’ with which they can 
substantially differentiate between the groups.
Limitations and value of this study
A very low response rate (12.5%) means that it is not possible to draw 
any certain conclusions beyond the participants who completed the 
questionnaires. The reason for this is that the results obtained do not 
come from a sample that can truthfully represent the population they 
were supposed to be drawn from. Thus, the sample in this study might 
be biased in that the participants who did return the questionnaires 
might possess some specific attributes that made them more likely 
than the rest of the professionals approached to respond. For example, 
the age of the group that responded could illustrate this point: mean 
age of 54.75 years, is probably much higher than the mean of the 
population of qualified professionals. This relative bias in the age 
variable might correspond to practitioners who have more free time or 
more interest in research as a result of lifespan issues.
It is very important to understand why the response rate was so poor. 
Could this outcome be put down (at least partially) to the fact that 
many private practitioners are inundated with requests to fill in
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questionnaires by students? Is it possible that a process of fatigue has 
set in, contributing to low response rate? Also the timing of sending off 
the questionnaires (just before the Easter break) might have been 
unfortunate (many participants might have been away and found the 
questionnaire on their return, together with a large pile of mail waiting 
for attention).
Last but not least, the labels on the envelopes provided by the 
University were hand written which might have deducted from their 
overall professional presentation.
The quantitative part of this study yielded no significant differences 
between the groups, while the qualitative part yielded substantial 
differences for some elements of the construct of Holocaust trauma 
transmission. It is important to think through what could have been 
done differently to ensure that methodologically the study would have 
been designed to as high a standard as possible. As most literature on 
this topic cam e from Psychoanalytic perspective, it was not easy to 
convert this construct into definite variables suitable for quantitative 
research. As some of the categories of this construct were found to 
differentiate better than others in the way professionals used fhem in 
their formulation, the categories that make up the construct (potential 
subscales that make the total scale) were probably not as neatly 
defined as they should have been. Another critique that can be
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expressed here is that maybe the vignette was too long and complex, 
containing lots of elements for professionals to consider, which might 
have introduced some confounding elements to the variables under 
consideration. For example many professionals seem to have 
considered the im pact of the death of the father that happened five 
years prior to the time of referral, in their formulation. This was not 
anticipated by the researcher.
The value of this study stands in its attem pt (first to the best of the 
knowledge of the researcher) to bring together the contrasting views, 
present in the literature, of how to conceptualise Holocaust trauma 
transmission, and in creating a study in which professionals’ prevalent 
view was tested empirically. Another potential contribution of this 
study stands in the initiation of a process that might lead to the 
construction of a scale assembling all the components of ‘Holocaust 
trauma transmission’ (assuming the construct does exist).
Practical suggestions
Several strategies will be offered here, in order to hopefully increase 
response rate in future research. Firstly, as there is now a short COREC 
route for students, it might be helpful to not exclude NHS practitioners 
unless this is important for the study under consideration. Secondly, the 
questionnaires could have been numbered, in correspondence to the 
name of the practitioner. This would have meant that the study could
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not have been anonymous, but it could still have been kept 
confidential. Follow-up letters could have then subsequently been sent 
out to those who did not return the questionnaire, to remind 
participants of the questionnaire sent to them. Thirdly, the timing of 
sending off questionnaires might warrant some planning. Last in terms 
of steps to improve the chances of a higher response rate, is to print 
the addresses on the letters sent off to participants rather than hand 
writing them. This might elicit a more collaborative response from 
professionals.
Methodological suggestions for future research
The scale on the whole was reliable but not able to differentiate 
between the groups. There is however some basis to assume that some 
subscales could achieve better results in differentiating professionals’ 
responses: firstly, some of the sub scales of the questionnaire did have 
significant results in the ANOVA but had not sufficient reliability to be 
statistically viable, this potential of some categories to substantially 
differentiate between the groups was then reiterated in the results of 
the qualitative part. A suggestion for future researchers might be to 
further define the components of the Holocaust trauma transmission 
construct and related sub scales, to create a questionnaire that is 
reliable as a whole scale (like the one used in this study), but also 
contain reliable subscales that can be tested for their capacity to 
significantly differentiate between the groups. A larger sample will also
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allow factor analysis of the whole scale to further differentiate the 
elements that yield significant differences from the ones that do not. 
Lastly, the vignette might need to be simplified, and particularly if the 
relationship mother daughter is scrutinized, details regarding the death 
of Sara’s father need to be pulled out, in order to control for this 
confounding unintentional variable.
Theoretical implications
As the results of this study are not definite, it is only possible to say that 
the construct of ‘Transposition’ as described by Kestenberg, (1982,
1983, 1989, and 1990) was not identified as substantially informing 
professionals’ formulation of Sara’s distress. That is, the professionals in 
the sample above, were not likely to think that this construct of direct 
trauma transmission unique to the Holocaust, was the best way to 
conceptualise the distress that women like Sara demonstrate. Future 
research questions might try and differentiate between the elements of 
Holocaust trauma transmission that have validity to the ones that don ’t, 
and develop a scale that possess reliable subscales, thus refine the 
construct.
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Implications for practice
The results of this study are not definite enough to draw conclusions. 
What can be said however is that professionals were mixed in the way 
they conceptualised Holocaust trauma transmission as seen in the 
qualitative results. Some elements of Holocaust trauma transmission 
were teased out by professionals, but other professionals preferred to 
subsume Holocaust trauma to trauma more generally or were just as 
likely to find other reasons for Sara’s distress. Practitioners are therefore 
invited to keep an open mind about the right formulation of women 
that display the kind of PTSD- like distress that Sara in the vignette 
exhibit, and scan for the potential relevance of the history of the 
mothers of these women (whether they are Holocaust survivors, had a 
traumatic childhood elsewhere, or had no significant traumatic history).
233
REFERENCES
Abeles- Srebernik, L. (2004). Trauma transmission between mothers who 
are Holocaust survivors and their daughters: a review of the literature. 
Unpublished.
Abeles- Srebernik, L. (2005). Exploring the experience of women who 
were born to Holocaust survivor mothers: an interpretative 
phenomenological analysis study. Unpublished.
Aleksandrowicz, D.R. (1973). Children of concentration cam p survivors. 
In E.J. Anthony & C. Koupernik. (Eds.) The child in his family. New York: 
John Wiley & Sons.
Alexander, C.S. & Becker, H.J. (1978). The use of vignettes in survey 
research. Public Opinion Quarterly, 42, 93-104.
American Psychiatric Association (APA). (1994). Diagnostic and  
statistical manual of mental disorders (4th edition). Washington DC: 
American Psychiatric Association.
Baranowsky, A.B., Young, M, Johnson- Douglas, S., Williams- Keeler, L., & 
McCarrey, M. (1998). PTSD transmission: a review of secondary 
traumatization in Holocaust survivor families. Canadian Psychology, 
39(4),247-256.
British Association for Behavioural and Cognitive Psychotherapies 
(2005/06). [Online]. Available: http://www.babcp.org.uk
British Association for Counselling and Psychotherapy (2005/06).
[Online]. Available: http://www.bacp.co.uk
British Psychoanalytic Council (2005/06). [Online], Available: 
http://bcp.org.uk
British Psychological Society (2005/06). The Register of Chartered 
Psychologists. [Online]. Available: http://www.bps.org.uk
Dancey, C.P., & Reidy, J. (2004). Statistics without maths for psychology, 
(3rd edition). Essex, England: Pearson Education Ltd.
Danieli, Y. (1980). (Ed.), Families of survivors of the Nazi Holocaust: some 
long and some short term effects in psychological stress and  
adjustment in time of war and peace. Washington: Hemisphere 
Publishing Corp.
234
Danieli, Y. (1981). Differing adaptafional styles in families of survivors of 
the Nazi Holocaust: some implications for treatment. Children Today, 
10, 6-10.
Danieli, Y. (1982). Therapists’ difficulties in treating survivors of the Nazi 
Holocaust and their children. Doctoral dissertation, New York University, 
1981. University Microfilms International, 904-949.
Danieli, Y. (1985). The treatment and prevention of long-term effects 
and intergenerational transmission of victimization: a lesson from 
Holocaust survivors and their children. In C. Figley, (Ed.), Trauma and its 
wake. New York: Brunner/ Mazel.
Danieli, Y. (1998). (Ed.), International Handbook of Multigenerational 
Legacies of Trauma. Plenum.
Davidson, S. (1992). Recovery and integration in the life cycle of the 
individual and the collective. In I.W. Charny (Ed.) Holding on to 
humanity: the message of Holocaust survivors. New York: New York 
University Press.
DeGraaf, T.K. (1998). A family therapeutic approach to trans 
generational traumatization. Family Process, 37, 233- 243.
Felsen, I. (1998). Transgenerational transmission of effects of the 
Holocaust. In Y. Danieli (Ed.) International handbook of 
multigenerational legacies o f trauma. New York: Plenum Press.
Fife-Shaw, C. (1995). Surveys and sampling issues. In G. M. Breakwell, 
Hammond, S. & Fife-Shaw, C. (Eds.), Research methods in psychology. 
London: Sage.
Hazan, Y. (1987). Second generation of Holocaust survivors: a concept 
in doubt. Sihot-Dialogue, Israel Journal o f Psychotherapy, 1, 104-107.
Kellermann, N.P.F. (1999). Diagnosis of Holocausf survivors and their 
children. Israel Journal of Psychiatry, 36(1), 56-65.
Kellermann, N.P.F. (2001). Transmission of Holocaust trauma: an 
integrative view. Psychiatry: interpersonal and Biological Processes, 
64(3), 256-267.
Kestenberg, J.S. (1982). Survivors’ parents and their children. In M. S. 
Bergman & M.E. Jucovy (Eds.), Generations of the Holocaust (pp. 83- 
102). New York: Basic Books. .
235
Kestenberg, J.S. (1983). History’s role in the psychoanalyses of survivors 
and their children. The American Journal of Social Psychiatry III, 1, 24-28.
Kestenberg, J.S. (1989). Transposition revisited: clinical, therapeutic and 
developmental considerations. In: P. Marcus; A. Rosenberg (Eds.), 
Healing their wounds: psychotherapy with Holocaust survivors and their 
families. New York: Praeger.
Kestenberg J.S. (1990). Survivor- parents and their children. In: M.S. 
Bergmann & M.E. Jucovy (Eds.), Generations of the Holocaust. New 
York: Columbia University Press.
Kogan, I. (1995). The cry of mute children. London: Free Association 
Books.
Krippendorff, K. (1980). Content analysis: an introduction to its 
methodology. London: Sage Publications.
McLeod, J. (2003). Doing counselling research. London: Sage 
Publications.
Oppenheim, A.N. (1998). Questionnaire design, interviewing and  
attitude measurement. London: Pinter.
Pallant, J. (2005). (2nd Edition), SPSS survival manual: a step by step 
guide to data analysis using SPSS version 12. Berkshire: Open University 
Press.
Rosenheck, R. & Nathan, P. (1985). Secondary traumatization in 
children of Vietnam veterans. Hospital and Community Psychiatry, 5, 
538-539.
Rowland- Klein, D. & Dunlop, R. (1998). The transmission of trauma 
across generations: identification with parental trauma in children of 
Holocaust survivors. Australian and New Zealand Journal of Psychiatry, 
32(3),358-369.
Schwartz, S. Dohrenwend, B.P. & Levav, I. (1994). Nongenetic familial 
transmission of psychiatric disorders: evidence from children of 
Holocaust survivors. Journal of Healfh and Social Behaviour, 35, 385-402.
Shafat, R. (1994). Commitment to parents as unsolvable problem in 
children of Holocaust survivors, Sihot- Dialogue, 9, 23-27.
236
Solomon, Z., Kotler, M., & Mikulincer, M. (1988). Combat- related 
Posttraumatic Stress Disorder among second- generation Holocaust 
survivors: preliminary findings. American Journal o f Psychiatry, 7,865- 
868.
United Kingdom Council for Psychotherapy (2005/06). [Online]. 
Available: http://www.psychotherapy.org.uk
Vogel, M.L. (1994). Gender as a factor in the transgenerational 
transmission of trauma. Women & Therapy, 15(2), 35-47.
Volkan, V. (1997). Bloodlines: from ethnic pride to ethnic terrorism. West 
view.
Wardi, D. (1992). Memorial candles: children of the Holocaust. London: 
Routledge.
Weiss, M. & Weiss, S. (2000). Second generation to Holocaust survivors: 
enhanced differentiation of trauma transmission. American Journal of 
Psychotherapy, 54(3), 372-385.
Wilkinson, S. (2003). Focus groups. In J.A Smith (Ed.), Qualitative 
psychology: a practical guide to research methods. London: Sage 
Publications.
Wright, D.B. (2002). First steps in statistics. London: Sage Publications.
Yehuda, R., Bierer, L.M., Schmeidler, J., Aferiat, D.H., Breslau, I., Dolan, S. 
(2000). Low cortisol and the risk for PTSD in adult offspring of Holocaust 
survivors. American Journal of Psychiatry, 157(8), 1252-1259.
237
APPENDIX L: Use of self and reflections
AN INVESTIGATION INTO THE CONCEPTUALISATION OF HOLOCAUST 
TRAUMA TRANSMISSION BETWEEN GENERATIONS BY PSYCHOLOGISTS 
AND THERAPISTS 
Use of self and reflections
It seems only yesterday that I took the decision to conduct my research 
on the topic of the offspring of Holocaust survivors. I was pulled in that 
direction but also very apprehensive. It did feel like opening a 
Pandora’s Box and I could not know in advance what will pop out 
once the box is open. While reading the literature and processing what 
my participants for the qualitative part told me in the interviews, I did 
shed tears and experienced pain in a way unknown to me before. In 
some mysterious way, however, despite all that, I feel that I am 
emerging from this process more secure and confident than I was 
before I started it. I am not sure I would like to take this delving into the 
theme of the Holocaust any further for the time being, but I am glad I 
have done it.
Unlike the first two parts of the research process, this last and 
quantitative part produced less raw feelings. It’s as if much of the pain, 
horror, and fear that were associated with delving into the literature 
and the interviewing process had now been put into a logical 
organised system, and that felt like a healthy closure.
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Not obtaining any significant results in the quantitative part however, 
felt very bruising initially. It felt shameful in some way ...as if I was 
exposed to the rest of the world as a ‘fake’. Another take on it though, 
is that Holocaust trauma transmission is extremely difficult to pin down 
and reduce into clear rational concepts, quantification etc. It's 
actually short of a miracle that the effects of such a regressed, cruel, 
humiliating and destructive process such as the Holocaust can be 
thought about, researched, written about and submitted for marking.
Despite the fact that I have not managed to prove empirically that 
‘Transposition’ exists and is acknowledged by professionals in their 
formulations, I still feel that it is a valid construct, at least some of the 
time, for some of the children of Holocaust survivors. In my own life 
there were some incidents which m ade me think that this construct 
could have been used to make sense of otherwise baffling reactions. 
For example: I have often had tears streaming down my face when I 
attended school concerts of my children (even if what was performed 
was perfectly happy and trouble free); I could never stop these tears 
nor could I understand why it took place. I was then reminded of one 
of the few stories I have heard from my father about his memories of 
being rounded up by the Nazis. The story was that all his family was 
gathered with other Jews from their town into the synagogue before 
being sent off to Auschwitz. He remembered his father [who probably 
by then realised that something awful is about to happen] saying to a
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relative: “ I'm glad I provided my children with the best education I 
could have afforded (that was probably his way of reassuring himself 
that being educated will somehow help his children to survive). Also 
there was this book that I read about the Tereisenstadt ‘m odel’ cam p 
where children were made to paint and put up performances in order 
to deceive the ‘Red Cross’ in relation to the real purpose of the camp. 
They all of course got killed soon after the performance...! think these 
two ‘memories’/  narratives combined together to make school 
performances so emotional for me.
Thinking about the vulnerability of children of survivors to PTSD, I am 
aware of being more ‘on alert’ than most people. It was my sister in law 
who discovered this when she was thirteen, and would enjoy standing 
behind me, calling me, and have great fun to see me jumping. I also 
like many people from survivor families listen a lot to the news. These 
intrusive incidents and general ‘being on guard’ in some way are not 
highly paralysing in any way, but I think they are examples of minor 
episodes of ‘Transposition’ where the present is seen through a prism 
that is taken from the world of ’Holocaust imagery’ .
Moreover, the construct of ‘Transposition’ helped me to understand 
something else: I was in analysis on two occasions and in both cases 
there was a sort of ‘role reversal’ between me and the therapist. In 
both cases there was no conscious intention for this to happen on
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either side, and yet, in both cases my dreams reflected a clear trend to 
‘look after my therapist’, identify unconsciously what was ‘on their 
mind’ or ‘bothering them ’ and in some instances ‘learn’ certain facts 
about them, that I could have not known about otherwise. The only 
way for me to make sense of this is to think about it in the context of me 
trying to unconsciously ‘role reverse’ with the therapist. This was of 
course some sort of unconscious attitude that I ‘practised’ as a child 
with my father who was a Holocaust survivor. Like many children of 
survivors there was some unconscious dynamic between the child and 
the survivor parent, in which the parent projected some of the pain 
and unprocessed experiences he had, and the child received this 
projection in some way and helped the parent to process some of 
his/her internal experiences for them. In both cases the therapists who 
were qualified Jungian psychoanalysts were not Jewish, and the fact 
that my father was a Holocaust survivor was never really looked at in 
the analysis. It was only years later, reading about ‘Transposition’ and 
the tendency to ‘role reverse’ that what went on in these analyses 
started to make sense to me.
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/- THE END -
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